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To MEMBERS OF THE AMERICAN HOSPITAL ASSOCIATION 
Greetings: 


Upon entering the New Year we must face facts and admit, 
while we wish for a happy and prosperous new year, that it will 
require unusual skill in the operation of our hospitals to steer our 
way out of economic depression. The hospitals have felt the 
depression. Many have been forced to postpone needed addi- 
tions and improvements, and to economize in every possible way to 
render the service expected of them by their communities. 


While the superintendent must steer the ship, the boards and 
the community must share the burden. We must use all ethical 
means to bring about a more understanding attitude on the part 
of the public. 


The occupancy of beds is below normal. Many beds could be 
filled by public patients; and the government should use existing 
beds in civilian hospitals for the care of our veterans. Your 
Association is mindful of the needs and is using every possible 
means to improve conditions. 


The proceedings of the Toronto convention will be valuable in 
showing methods to meet these complications; and the program 
for the meeting in Detroit will be planned for the benefit of 
patients in all hospitals, presenting reports and papers from un- 
questioned authorities in all phases of hospital work. 


The success of the Association depends entirely upon the united 
support of the members in movements inaugurated for the good 
of all hospitals. With such united effort this should prove one of 
the most satisfactory years, if not the most prosperous, in the 
history of. the Association. 


Pau H. FEster, 
President 
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OUR JOB IN 1932 


There have been four periods within the memory of many of us when 
the economic situation in our country was worse than at present. Financial 
depression is relative to those who are employed and who receive a steady 
income. It is very real and dreadful to the man who is out of employ- 
ment, if his dependents are ill. It is in such situations that the hospital, 
more than any agency or institution, becomes the hope and the refuge of 
the poor. It is the one force in the order of our civilization that has 
never failed them. 

Philanthropy is becoming more and more concerned with the care of the 
middle class patient. Hospitals which devote a portion of the returns from 
their endowments or the proceeds of special gifts of money toward reduc- 
ing the charges of the middle class patient are being encouraged with 
benefactions. Philanthropists are assuming a large responsibility in the 
care of this class and are leaving the responsibility for the care of our 
indigent patients to political divisions. They are wisely trying to avert the 
tragedy of economic despair for the middle class, who comprise 60 per 
cent of our population. 

The job of our hospitals in 1932 is to take care of the sick who come to 
our doors; to spend of our income wisely and economically to the end 
that our necessities may not increase the economic burdens of our com- 
munities ; to operate our institutions efficiently so that those who come to 
us as patients may be returned to health speedily; to give attention to 
those who come to us as ambulatory patients, so that they may be saved 
a hospital experience. By example as well as precept we should encourage 
thrift and industry. 

We should cooperate one with another in all matters of approved hos- 
pital policy, appreciating that in this great field the welfare of the whole 
depends upon the orderly development of the institutions which compose it. 
We should coérdinate our efforts in our communities so that our patients 
and our public may be mutually benefited. 

We should support and encourage our Association and work for its 
success, to the end that individually and as institutions we may be more 
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successful. All this is our job for 1932. With this work well accomplished 
there will come strength, happiness, and prosperity to all our hospitals. 





OUR HOSPITALS AND THE CARE OF 
WORLD WAR VETERANS 


According to the reports of the Rehabilitation Committee of the 
American Legion of the various states, and confirmed by the Veterans’ 
Bureau hospitals, there are many hundreds of sick veterans on the list 
waiting to be admitted to government institutions for medical treatment 
and hospital care. 

There is no excuse for a day’s delay in the care and treatment of any 
sick or disabled veteran in any part of this country. There are available 
at this time thousands of beds in the best and most efficiently operated 
hospitals in the United States to which our soldier sick could be sent. They 
would be given the best of medical and surgical attention and efficient hos- 
pital care. This long waiting list of our veteran soldier sick is a striking 
indictment of any program that would not utilize in such an emergency 
or as a continuing policy the facilities which are afforded in civilian 
hospitals. 

The care of the veterans in the civilian hospitals would cost the govern- 
ment no more than under the system now employed of hospitalizing them 
in government-owned and operated hospitals, and the care given our 
veterans would be as efficient and as satisfactory. 


The Veterans’ Bureau program calls for the construction of some 9,000 
additional hospital beds for this purpose. The estimated cost of this new 
construction is in excess of twenty millions of dollars. The cost of opera- 
tion of these beds when constructed would be in excess of one million 
dollars a year. It would be months, if not years, before some of the hos- 

_pitals contemplated in this construction would be ready for occupancy. In 

the meanwhile the sick veterans must be kept on a waiting list until 
some bed in some government-owned hospital can be made available for 
his reception. His disability progresses in all likelihood and his ability 
to support himself and his dependents is of necessity materially impaired. 

The American Hospital Association is convinced that every veteran 
who is in need of medical care and hospital attention can be hospitalized 
within twenty-four hours in an institution that is approved by this Asso- 
ciation, the American Medical Association, and the American College of 
Surgeons, and can be given the care and treatment which his disability 
indicates. 
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The American Hospital Association believes : 

1. That the sick veteran of our wars should be hospitalized, when pos- 
sible, in an institution near his own home, where his family can give 
him the encouragement of their visits. 

2. That our veterans can be hospitalized in our non-governmental in- 
stitutions at no greater cost to the government, and probably less than it is 
at present paying, and without the necessity of spending additional millions 
in new hospital construction. 

3. That the care which our hospitals give the veteran will be as efficient 
and as satisfactory as the care now being given in the veterans’ hospitals. 

4. That all of our hospitals will codperate in spirit and in performance 
to the end that every veteran may receive hospital care, without a moment's 
delay, and that the care given will be as good as modern hospital practice 
can accomplish. 





THE HOSPITAL TODAY 


Along with the progress of our civilization and as one of its most 
significant indices is the development of the hospital system of our day. 
The practice of medicine has almost entirely changed its character as a 
private practice. In all probability it will never take on the character 
of state medicine but it is rapidly becoming institutional practice. 

The interest of the patient and public alike lies in the progressive devel- 
opment of our institutions, not so much in the building of new hospitals 
as in the improvement and, as necessary, the enlargement of hospitals 
which now exist and possess a satisfactory record of efficient accom- 
plishment. 

The future of our hospitals is as promising as their history has been 
orderly and dignified. Their growth has been neither accidental nor 
spontaneous. They constitute man’s greatest and most widely distributed 
contribution to humanity. 

Europe’s greatest humanitarian, Dr. Julius Tandler, of Vienna, ‘says: 

“A hospital is no longer the cheerless home for human derelicts, a place 
to be feared and shunned, a building to be avoided by a detour around its 
immediate neighborhood. It is no longer relegated to the obscure back- 
ground of life; it is now an indispensable link in the chain of humanitarian 
organizations that consolidate modern society. The hospital represents 
something more than a scientific and constantly expanding inventory of 
medicine, something more than the ever increasing ability to heal possessed 
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by medical art, which, organized and centralized in the hospital, is favored 
with the attention and confidence of humanity. Whosoever enters a hos- 
pital for physical treatment or mental comforts feels now that, for his 
benefit, society has mobilized all the resources that technical science can 
offer, actuated by the loftiest of spiritual forces and ideals. Thus, the ter- 
ror inspired by the hospital and the resistance offered by those obliged 
to pass through its doors have been overcome by the consciousness of its 
value and of the social spirit that guides it in its work.” 


+ 
° 
° 





Workmen’s Compensation in New York 


The hospitals of New York City have not been able to secure an in- 
creased rate for the care of city cases under the budget of the city for 
the next year. They will have to continue during 1932 taking care of 
city cases at the loss represented by the difference between the actual cost 
of maintenance and the per diem rate which the city now allows them. 


In the cases of injured workmen sent to them under the provisions of 
the Workmen’s Compensation Act, they have had to sustain an added loss, 
for the reason that the cost of hospital care of these cases is a great deal 
more than what the insurance companies pay. 

Governor Roosevelt has appointed a committee, the chairman of which 
is Mr. Howard S. Cullman, and one of the functions of this committee 
is to try to solve this problem. Mr. Cullman is greatly encouraged by a 
recent decision of the appellate division favorable to the contention of the 
hospitals that they are entitled to receive from the insurance companies a 
reasonable rate for the care given injured workmen under the compensa- 
tion law. Mr. Cullman will seek an amendment to the existing law at the 
January session of the legislature to place this burden on the insurance 
companies instead of the hospitals. 
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ADDRESS BEFORE .THE AMERICAN 
HOSPITAL ASSOCIATION, 
TORONTO 


By Tue Rr. Hon. Ricuarp B. BENNETT 
Prime Minister of Canada 


come, welcome on behalf of the Canadian people for your pres- 

ence in this great city. It is not the first time we have had gath- 
erings of this kind and I hope it may not be the last, but, speaking from 
no party position but in behalf of every Canadian, we bid you welcome 
here; we bid you men and women, from our great sister republic to the 
south,. welcome to this Dominion, for, while frontiers may divide us and 
customs duty may be imposed, I can assure you that there can be no 
frontiers nor tariffs imposed against the united effort of the men and 
women of your country and ours on behalf of suffering humanity. That, 
I think we will agree, is true. 

I regret that circumstances made it somewhat difficult for me to get 
here as I had intended, but I have felt that it was my duty to be present 
this evening, not only to indicate by my presence my deep and abiding 
interest in every movement that makes for the welfare of mankind, but 
also to show you my interest in the work that you are doing, and at least 
indicate my interest in the great work you are carrying on. 

I confess that I felt greatly honored at being invited to be present, but I 
find the difficulty of saying anything that might be of interest to an audi- . 
ence such as this is very, very great indeed. For you who have toiled up 
the long hill, the hill that is so steep and difficult to climb in connection 
with the scientific aspects of your efforts, realize that a mere layman should 
not undertake to make any very pertinent observations in connection with 
your work; but, after all, we are all interested in the results. Some of us 
are combatants, some of us are not, but all men and women, rich and poor, 
high and low, of every class and kind in the world, are interested in what 
you do, in the results of your achievements, and while some of us may not 
be permitted to join the ranks as combatants, we are all deeply interested 
as observers and spectators in the progress of the great struggle that you 
are making against disease. For, after all, anyone who is possessed of the 
rudiments of an education is deeply interested in a matter of this kind. 

The late Cardinal Gibbons said that there were no hospitals before the 
Christian era, and that in the pagan world, rich though its vocabulary was, 
there was no word for “hospital.” But, as I review the progress of man- 


M FIRST WoRDS to this distinguished audience must be words of wel- 
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kind and the efforts that we have made during all the centuries, I think I 
can with great assurance say that during the last 50 or 60 years more 
progress has been made in the struggle against disease than in all the cen; 
turies that have gone before. We are indeed heirs of all the ages, and the 
work of the American Hospital Association, extending as it has over 33 
years, has accomplished so much that it would not be possible in words to 
measure it, not only to alleviate suffering by its ministry, but to bring 
happiness and peace to the millions of mankind, and that achievement you 
should indeed be proud of. If at times your work seems difficult and the 
path seems thorny and the obstacles are somewhat greater than you feel 
you can overcome, I trust you will take support from the thought that 
what you are doing is indeed a great and noble work and that you have 
made a very distinct contribution to the history of the world and the wel- 
fare of the people of the world. That should be some compensation for 
your untiring efforts. 

Perhaps it might not be out of place for me to make a few rambling 
observations as to how a layman views the efforts you are making, realiz- 
ing, as I have said, that all of us are deeply interested in the result. It 
might not be amiss if I should indicate to you just how these matters strike 
me as I look out upon the world and see what you are doing and have 
done. 

It was only with the achievements of Pasteur that we began to realize 
the real causes of infectious disease, and we now know that microorgan- 
isms are the cause of all infectious diseases and indeed of many other 
diseases of which as yet we know but little. The knowledge obtained by 
him through experimental science we have extended into many fields of 
our activities, until at last disease after disease has yielded to the efforts 
to ascertain its cause and the microorganism that lies at the bottom has 
been isolated and identified. Since you met here, indeed, I have read that a 
scientist has discovered the microorganism that is the cause of smallpox. 
Although for generations we have known how to combat the results of it, 
we have not until recently discovered the microorganism that is the cause. 

Lister made possible antiseptic surgery. What would be our reaction 
if we could step into one of those old hospitals, before modern antiseptic 
conditions obtained, and see the septic conditions of those old buildings, 
with their wooden floors and their beds filled with pathogenic bacteria? 
Think what modern science has done to eliminate such conditions. That 
is progress. That strikes the layman’s mind. 

Most of us know that this body of ours is composed of cells, independent 
cells that live, cells of varied shape and form, discharging various func- 
tions. And we know that we have, circulating past those cells and round 
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about them, a blood stream that is not only fluid but contains active agents 
—the red and the white corpuscles that do so much, as I shall presently 
explain, to make life possible. Then we have other cells, the cells that 
have no power of locomotion so far as we know, but are carried along in 
the blood stream, and can no longer go out and catch their prey as the 
original cells did. 

We live in the sea of microorganisms that surround us, some beneficial 
and some fatal to life. They find their entrance into our systems through 
the open door of the respiratory tract or as we ingest our food. The 
pathogenic bacteria that enter our systems must be combated. The next 
thing the layman asks is, How are they to be controlled? The layman is 
frightened by a technical discussion of these microorganisms of the in- 
fected blood stream, of the impaired circulating medium that nourishes 
these organisms. How are they to be destroyed? What has Nature done 
to fight them? I think the most interesting story that we laymen listen to 
is the romance of achievements of scientific medical men and of hospitals. 

What a wonderful thing Nature is! How she has devised her plans to 
fight these very poisons that bring about our destruction! In diseases 
like diphtheria, the instant it becomes dangerous through the dissemination 
of its poison through the system, Nature begins to set up the antidote that 
will neutralize the poison as it is created. She establishes her own curative 
power. Aided by the medical man with his genius and skill, a toxin- 
antitoxin has been developed so that the slow combative processes of 
Nature may be assisted, and diphtheria as a disease has been controlled. 
What a wonderful achievement! Frequently, we are told, Nature will 
create her own antidote for certain diseases. By processes that are well 
known to science and too little known by the layman, man by his own 
efforts duplicates what Nature herself has created and assists in the 
prevention as well as the cure of disease. The patient, plodding scientist, 
too often little recognized, working under great difficulties and frequently 
in poor environment, has been able to work out these great discoveries. 
The layman has learned from the scientist and from the hospital the prin- 
ciples of disease prevention. He has learned, with the aid of Nature, to 
supply the deficiencies that may exist in the body or in the blood stream 
and to protect himself against the invasion of disease. He believes that it 
should be possible, and one day it will be, by analysis of the blood stream, 
to determine where disease-causing deficiencies may exist and, by supplying 
the deficiencies, to effect a cure. I feel quite certain that this is so and 
the reason for my belief is my supreme faith in the scientist with respect 
to disease. 

During the late illness of the King a great blood chemist was called to 
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the palace and when he analyzed the blood he found it to be deficient in 
calcium. This condition was indicated by the apparent symptoms and 
confirmed by the analysis itself. It became evident to this great chemist 
that action to correct the deficiency must be taken immediately. The dose 
of calcium was determined, the form of administration decided upon, and 
the resulting improvement in the King’s condition started a satisfactory 
convalescence. 

This matter was recorded that the layman might read it. To the pro- 
fessional man it meant little, but to us laymen it meant this: that after all, 
experimental science and human effort have proceeded to that point where 
we may be able, by methods well understood and under our control, to 
determine the deficiencies which cause disease, to supply the deficiency, and 
start the individual on the road to recovery. 

That is the reason I have such great faith in the scientist. That is the 
reason I realize he is so important a man in the curative efforts of mankind. 
These illustrations definitely impress the layman with the possibilities of 
preventive and curative medicine. 

I always like to think, my friends, that there is nothing new under the 
sun. Nature works today as she has always worked. All of these things 
have existed since the dawn of time. Science neither creates, so far as 
they are concerned, nor does more than discover that which now exists 
and which has always existed. Man in his poor way, groping in the dark 
of experimental science, has been able to attain to the very high levels to 
which I have just referred. He may be able to speak with certainty as to 
the causes which produce disease, and by the means now at his disposal 
he is able to use those curative measures which will accomplish the resulis 
we hope for. 

Nature has not succeeded in saving all. Nature never tries to save all. 
Did it ever occur to you that the difference between the forces you possess 
and the forces of Nature lies in the fact that Nature is content that some 
should survive that the race might continue? You try to save all. Nature 
makes use of disease where you try to eliminate it. Nature permits her 
laws to operate. Man, in order to save all, frequently attempts to arrest 
them and often attempts to make them more active. Your effort, men 
and women, is to save human life. The nurses who stand by the bedside 
during the long watching hours of the critical period of illness are en- 
deavoring to save all. Nature makes no such struggle. Nature is quite 
content, as I have said, that some should survive that the race might con- 
tinue, and Nature is able, when aided by wise counsel and intelligent action 
on the part of the individual, to overcome the difficulties to which I have 
referred and enable us to possess what we call health. When it fails we 
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have what we call disease, and you men and women who labor in the hos- 
pital field in your Hospital Association understand these things and realize 
that uniformity of administration, uniformity in all those procedures that 
go to make for certainty in treatment and certainty in results, can best be 
secured through contacts one with the other in conventions such as this. 

Your Association has brought together the men and women interested 
in hospitals on the whole of this continent that we might be able, by 
personal contact, more clearly to understand the task in which we are 
engaged, the struggle to which we have committed ourselves, the plans of 
the battle which we are eternally waging. 

It is a great privilege to speak even a few words to men and women 
who are engaged in such a task, whether it be the administrative side of 
the hospital or that side which deals with the curative part of its work. 
Whether it be the pathologist or the chemist, the physician, the adminis- 
trator, or the nurse, all work together for a common purpose—the common 
purpose of defeating disease and all that goes to make disease possible, 
that health may prevail and that people may live. We are working, as I 
have emphasized, not for some of our people, but for all. 

May I congratulate you heartily upon all the work which you have done, 
upon the magnificent achievements that stand to your credit in the years 
that are past—the 33 years of your existence as an organization. I con- 
gratulate you from the bottom of my heart and I should like to know what 
may be in the mind of the layman who merely contemplates, as a layman 
does, the efforts of curative science against disease—who contemplates as 
an observer, a spectator, and not as a combatant, this fierce campaign that 
is being carried on in all fields in which you are engaged, that men may 
live and that the race may continue strong, wholesome, and healthy. 

I congratulate you in all that you have accomplished, as one who observes 
your work with pride, the pride that comes to one who sees the achievement 
of his fellow citizen in this great world of ours in the realm of experiment, 
where rules have to be laid down, where discoveries have to be made, and 
where the experiments are numbered not by one or two but by hundreds 
and sometimes by thousands, where patience is the first requisite and where 
knowledge and patience march hand in hand, where consideration and 
thought for self is the last thing that governs, and where sacrifice and 
willingness to give for others is the dominating rule. Men and women, I 
do congratulate you. I trust that you may continue long in your struggle 
against our common foe, and those who are not combatants will join with 
me in the hope that we may reap the benefits which come from the toil 
you have given. 

I congratulate you, Mr. Chairman, upon the success of this 
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gathering in this city, and after all, it should be a success, for we 
Canadians and yourselves for over 17 centuries have the same history, 
the same great traditions, the same great love of liberty and ordered free- 
dom, and the same faith that by our efforts, patiently and honestly 
directed, we will be able to achieve the purposes we have in mind. These 
purposes are the preservation of our race and the preservation of health 
and happiness among the peoples of the world, and I hope that as you go 
back from this conference you will realize that an appreciative world looks 
to your continued effort to solve the problem of disease to the end that 
there may be disease no longer among the sons of men. 


———-¢ © ¢__—__ 


A Fine Philanthropy 

Mrs. Herbert F. Hall has endowed St. Luke’s Hospital, Kansas City, 
with $250,000, the income from this fund to be used to pay part or all 
of the hospital expenses of selected cases, to relieve in part or entirely 
the burden of the expense of illness which requires hospital care for 
families with a budget of from $2000 to $3000. 

So far 113 cases have been benefited and an appealing story comes from 
them. Men, women, and children from fine families of small means are 
given care they could not possibly have without help from this fund. 
Mrs. Hall made the gift because she desired to see its fruits in her life- 
time. 

This constant flow of philanthropy must be to the donor a source of 
satisfaction which is beyond price and should be an invitation to persons 
of means to provide similar endowments for St. Luke’s as well as other 
hospitals. 

Even when. hospital expenses are reduced to the lowest point, there 
still will be the need of endowment to help those who cannot meet the 
cost of hospital care out of their own resources. 





» A 
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THE SMALL HOSPITAL FROM THE 
TRUSTEE’S VIEWPOINT 


By Jupce Henry W. Bripces 
New York City 


HE TRUSTEE’S experience in hospital operation is generally confined 

to one institution and the lessons he learns may have little or no 

application to the hospitals in general. The homely adage emanat- 
ing from Missouri very aptly applies: “The mule don’t kick by no set 
rule.” However, I believe there are some lessons learned during twelve 
years’ experience as head of a board of hospital trustees that may be of 
use and interest to you all. 

In the first place, a hospital cannot be successfully started or main- 
tained unless it meets a real need in the community. The actuating motives 
of the founder (usually a doctor), or founders, may be high or low, selfish 
or unselfish, but the success of the institution depends on whether or not 
the district has a very real need of the hospital. Generally speaking, whether 
there exists such a need or not is one of the questions apt to be debated 
with the utmost acrimony both by the community and by the doctors. For- 
tunately for us, we ministered to a community of about 40,000 people 
sparsely settled and living on an average of over 10 miles from the 
nearest institution. Yet even here some, not all, of the older professional 
men were bitterly opposed to us at first. This is to indicate what most 
of you already know, that the growing pains of such an institution are 
severe and long drawn out. 

To compensate, the work is one of the most useful and appealing that 
I know. 

It goes without saying that as the hospital grows in strength and helpful- 
ness, the board of trustees grows with it both in character and standing 
and that what may have started as an untrained, inexperienced, and very 
poor board will, as time goes on, develop into a model of efficiency. 

The chief human elements in hospital management are the staff and the 
trustees, and standing between the two is the personnel headed by the 
superintendent. 

As regards the composition of the board itself, I would say, first, that 
again no set rule applies. Boards may and will vary as the winds of 
heaven. The composition of any board is, of course, constantly changing, 
the tendency, aside from death, being a steady winnowing by which the 
good material is retained and the poor is discarded or leaves of itself. 
In other words, no one who does not love the work for the work’s sake 
lasts very long. As to the number of members, don’t worry. A small, 
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efficient board 
and shiftless one. The latter is too apt to work on the principle that what 
is everybody’s business is nobody’s business. I should say that the best 





say ten members—is of course much better than a large 


possible board should contain, first, two, not more, of the leading lawyers 
of the community; second, banking interests must be represented; third, 
general business by at least one of the leading merchants and one leading 
builder or contractor who is willing to forego all direct business rela- 
tions with the institution; fourth, a clergyman or two; fifth, several en- 
thusiastic civic workers, including one man, at least, in close touch with the 
civil authorities. 

I have included, you may note, no member of the medical profession. 
I have had the experience of having doctors on the board and while there 
may be cases where it works, it certainly did not in ours. 

Having a board so constituted, I believe the success of the institution 
is assured. As to the number of members on the board, it does not 
greatly matter, save that it is always well to have at least three or four 
vacancies in order to have a place to fill in case of emergency. 

The board must, of course, have the usual officers: president, vice- 
president, secretary, and treasurer. Any analysis of the duties or char- 
acter of these offices is uncalled for. I may say, however, you never can 
tell till you’ve tried them and then you are likely to be wrong. 

For the purposes of discussion we may divide the functions of the board, 
like all Gaul, into three parts: 


First: Its relations to the public. 
Second: Its relations to the staff. 
Third: Its relations to the personnel. 


We will discuss these in the order indicated. 


THE RELATIONS OF THE BOARD OF TRUSTEES TO THE PUBLIC 

The principal phase of this relationship consists in raising money for 
hospital needs, both maintenance and development. In most instances the 
necessity for construction is the first duty which faces the newly organized 
board. Usually the task to the members seems well nigh insurmountable. 
I believe, however, that in most cases the apprehensions of the board are 
not borne out by results. It is not a difficult task to sell the hospital idea 
to the American public. In doing this, I would recommend most em- 
phatically the employment of one of the professional bodies engaged in 
this work. It should be the care of the board to be as familiar as possible 
with the standing, efficiency, and integrity of the people employed to super- 
vise the appeal. This can easily be ascertained and I may go farther and 


[17] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


say that the advice and guidance of the heads and deputies of such an 
organization are most valuable and necessary from the start. 

In your first plea to the public, set your mark high, but not too high— 
I should say, on general principles, 25 per cent above the amount that 
you conclude is absolutely essential—for remember, there will be a decided 
difference between the amount pledged and the amount collected. An 
appeal of this kind not only is good for the hospital but is of the highest 
educational value to the community whose support you are seeking. 

Another phase of your relations to the public is the organization of 
proper and necessary collateral bodies, such as a women’s auxiliary, junior 
auxiliary, and, if possible, maintenance organizations. 

In our own case, we find that the sacrifices in time and labor that the 
members of our auxiliary are willing to make are almost unlimited. Our 
maintenance organization has, for years, taken charge of a community 
festival which has never failed to net in the neighborhood of $5000. Bear 
in mind that all these organizations are a constant reminder to the com- 
munity that hospitals cost money and must be maintained. 

You will find also that certain social functions will be given willingly 
to further the upkeep of the institution, such as an annual charity ball, 
etc. These need merely to be indicated. 

This publicity and this education will often bring astonishing results. 
As an example, I may state that a casual newspaper article in relation 
to our struggles was read in Florida by our principal benefactor, a woman 
of broad sympathies and understanding, who has since contributed over 
a quarter of a million dollars to our needs. 

RELATIONS TO THE STAFF 

The relations between a board of trustees and the doctors who make 
up the staff of the hospital constitute one of the greatest, most serious and 
difficult propositions connected with the conduct of any hospital. 

There arise propositions involving staff assignments and selections, the 
appointment of interns, relations of the doctors to the superintendent and 
nursing staff, the equipment which the professional men are constantly de- 
manding and which, to the stupid lay mind, do not seem to be nearly as 
essential as the doctors claim them to be: 

The most serious sources of trouble are those based on the assumption 
that the board is guilty of displaying partiality in its determinations rela- 
tive to the staff members or to a layman who perchance may be one of 
your heaviest contributors. In regard to this situation, it is one that is 
always with you and, needless to say, must be handled with kindness and 
care and according to the circumstances involved in each individual case. 
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If, however, the members of the board and also the members of the staff 
will approach these problems in a kindly and open frame of mind, there 
is seldom any difficulty that cannot be smoothed out. I do not believe, 
however, that the lay minds of the board of trustees can ever look at a 
problem through exactly the same eyes as those of the professional mem- 
bers of the staff. The board is apt, perhaps too apt, to view questions 
of medical ethics from a standpoint that the irascible doctor may describe 
as supercilious. On the other hand, some questions relating to charges and 
fees on the part of the individual doctor which the board may consider 
are well within its province may in the opinion of the members of the 
staff be none of your business and they never hesitate to tell you so. 

These problems, however difficult they may be of solution, are not an 
unmixed evil, for the tendency is to keep both the board and the staff, 
figuratively speaking, on their toes, and after all, the object sought by both 
parties is the efficiency and good of the institution. 

THE BOARD OF TRUSTEES AND ITS RELATION TO THE HOSPITAL PERSONNEL 

Experience forces me to say that in ninety-nine cases out of a hundred 
these matters come first under the supervision and charge of the hospital 
superintendent and his voice should almost invariably decide the matter. 
This means that one of the main responsibilities resting on the board is to 
be sure of its superintendent both morally and intellectually, for a good 
superintendent can well nigh make an institution and a bad one will almost 
break it. No suggestions along the line of selection can be of much 
value; it is one of those inscrutable human problems demanding care and 
study. 

Finally, the relations of the board members to each other and the plan- 
ning and carrying on of the work as a whole and in committees; here again 
I can only say that methods and results will, and do, vary in every institu- 
tion. I am reminded that recently I was favored with a copy of a brochure 
on. hospital boards written, I am sure, by someone engaged in hospital 
work either as a superintendent or member of a state board. I refused 
to review the gentleman’s work because it seemed so utterly futile. I 
do recall that two pages were taken up by a beautifully designed graph 
illustrating the constitution and duties of about 25 different committees. 

Regularly constituted and standing committees of a board of trustees 
I have found to be of little value. For real action, call on a special com- 
mittee composed of the members of your board best adapted to meet the 
situation in hand. By means of such a method the board will gradually 
discover which of its members are best capacitated to meet those situa- 
tions and if the presiding officer is sufficiently tactful to call on the board 
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itself for suggestions as to the constituent members of these committees, I 
have found that the work is usually done and well done. 

Finally, after years of experience, I think I can safely say, for the mem- 
bership not only of our own board but for all boards, that the delightful 
friendships, the social and community contacts engendered by membership 
on a hospital board, are the most pleasant and soul satisfying that one can 
possibly experience. 


+o@ 





The County’s Responsibility for the Care of Psychiatric Cases 


Judge Woodside, county judge of Mahoning County, has been greatly 
interested in the care of psychiatric patients and has asked the county 
commissioners to set aside $30,000 as a budget for 1932 to establish a 
psychiatric ward in one of the Youngstown Hospitals. Judge Woodside, 
from his position on the bench, has been deeply impressed by the in- 
humanity in the treatment of what he terms “God’s most neglected people.” 
In countless instances persons who have always lived in good homes and 
lived respected lives have, when temporarily stricken, been subjected to 
confinement in county jails and in other instances patients suffering from 
curable forms of mental derangement have been sent to the insane asylums 
to be confined in the company of those hopelessly insane. 

Judge Woodside’s position is especially sound. The establishment of 
a psychiatric ward in one of the Youngstown hospitals, which he recom- 
mends, would save the county the expense of a large capital investment 
and reduce the cost of caring for the patient. Under his plan the empty 
hospital rooms would be occupied and would supply needed revenue to 
make up somewhat for what the depression has taken away. It would 
benefit well established hospitals and would insure for the mild psychiatric 
cases humane treatment. 
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AN ORGANIZED COUNTY GROUP — THE 
ADVANTAGES AND TEACHING 
POSSIBILITIES 


By Witu1aM L. Correy 


Manager, Milwaukee County Institutions, Wauwatosa, Wisconsin 


HE ECONOMIC crisis through which we are passing is bringing to the 
door of the public hospital in ever increasing numbers the patient 
who in the past has been cared for in private hospitals by the physician 
of his choice. This trend, apparent for a number of years, became more 
pronounced in the early months of 1930. A new peak in applications was 


reached in the winter of 1930 and 1931. This demand will continue to 
grow during the coming winter if the relief loads now carried by public 


and private welfare agencies are any indication. Concede that there may 
be no increase in the army of the unemployed, there will, however, be a 
decided increase in the number of applicants eligible for public hospitaliza- 
tion, because the prolonged depression has caused the depletion of savings 
and the exhaustion of credit of the man who has been in the past self- 
reliant, and a self-supporting member of society. 

This abnormal situation, the effects of which observers and economists 
believe will be felt for a number of years, can only be met by increased 
public appropriations and the concomitant increase in all forms of taxation, 
city, county, state, and federal. This tax will be more manifest in the 
units of government charged with the operation of welfare departments, 
whether they be hospitals, dispensaries, public homes, or outdoor relief. 
This advance in taxation may primarily bear upon the man in the higher 
income brackets. It will, however, reach down to every member of the 
community. The public cannot be expected to take kindly to these mount- 
ing governmental costs. 

This temporary extension of all forms of relief and particularly that of 
the tax-supported dispensaries and hospitals is even now viewed with con- 
cern by private hospitals and by the medical profession. If present condi- 
tions continue, the attitude of the patient will be changed. We will find 
him discouraged, sullen, and possibly non-coOperative. Another group, 
not eligible to free medical service but fearful of the future, will seek 
admission and will not understand the refusal of the hospital to accept him 
as a public charge. I can see from this situation the gradual development 
of a critical public, resulting in focusing on the public hospital and dis- 
pensary the attention of the affected groups. 

I realize that this section of the hospital conference is primarily inter- 
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ested in the teaching opportunities of the hospital. This teaching function, 
however, is so closely related to and so dependent on the general opera- 
tion of these hospitals that I believe the consideration of hospital manage- 
ment timely and worth while. 

In discussing management, I might have idealized by presenting the best 
from several forms. I prefer, however, to outline the organization and 
operation of a group in the management of which I am associated: the 
Milwaukee County Institutions. 

Making up this group are the following: an infirmary or old people’s 
home; a home for dependent children; Muirdale Sanatorium for the care 
of the tuberculous; Blue Mound Preventorium, an institution for the care 
of the tuberculous, the contact, and the undernourished child; a hospital 
for mental diseases; an asylum for chronic insane; an older hospital unit 
of 350 bed capacity, and a new general hospital just completed with a rated 
capacity of 650 beds—1000 beds in all. There is also a general farm, a 
county agent’s department, an administration building, and the necessary 
centralized service units—all located on a 1200-acre plot on the outskirts 
of the city of Milwaukee. The dispensary-emergency unit (a department 
of the General Hospital), the mental hygiene clinic, and the department 
of outdoor relief are conveniently located in the city proper. 





The history of the development of these institutions reads much as does 
the story of numberless communities in the United States, the only, but an 
important, difference being that a far-sighted group of public officials, a 
number of years ago, purchased several parcels of farm land upon which 
to build the institutions of the county as the need developed. The vision 
of these men made possible the present grouping and the centralized plan 
of management which I will describe. 


The plot, at the time of purchase eight miles removed from Milwaukee, 
is today bounded on the north and south by the extensions of a fast- 
growing city. The management of each of these institutions as it devel- 
oped was vested in a superintendent and board of trustees. Each was in 
itself complete. As the program developed and additional institutions were 
built, the multiplicity of boards prompted the county board of supervisors 
to attempt consolidation of management. 

In 1914, by legislative enactment, the board of administration, a full- 
time board of managers, came into power. This board wiped out boundary 
lines between institutions and took the first steps toward centralization. 

In 1921, the county board of supervisors sponsored legislation abolishing 
the full time board of managers, and advocated in its stead the placing of 
the control and administration of the institutions in a manager with a part- 
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time board of trustees. Under this plan, the manager is charged with 
the operation and direction of the institutions. The plan provides that 
the manager is to make all purchases and enter into all contracts. He acts 
under the control of an advisory and policy-determining board of trustees, 
which is, however, not an administrative board. The plan provides further 
that in more important matters, the manager is to submit to and consider 
with the board of trustees his recommendations. The right is reserved by 
the board to approve or disapprove recommendations, and in cases where 
the recommendation of the manager is overruled, the board may by affirma- 
tive action direct the manager with respect to the action he is required 
to take. 

This board is made up of five members. Three are appointed at large 
by the county board, one is appointed by the Governor of the state of 
Wisconsin, and the fifth member is a member of the county board of 
supervisors, an elective body, selected by the membership of that board to 
serve on the board of trustees, thereby making an interlocking directorate 
between the controlling and appropriating boards. 

A superintendent is in charge of each of the major units. An assistant 
is in immediate charge of the dispensary-emergency unit, a department of 
the General Hospital, and a supervising nurse is in charge of Blue Mound 
Preventorium, a department of Muirdale. 

The personnel, from the manager to the scrub-orderly, enter the service 
through the “merit”? route. Examinations for positions in the county 
service are practical and technical. The Civil Service Commission when 
passing on applicants for the more important medical and administrative 
positions calls to its aid examining boards competent to pass on the 
qualifications of candidates. 

The board of trustees appoints the manager and the superintendents. 
The manager appoints, subject to the approval of the board of trustees, 
the personnel in. his organization. The superintendents make all appoint- 
ments in their respective units, these appointments being subject to the 
approval of the manager. 

The Corporation Counsel, a member of the district attorney’s staff, 
functions in all legal matters, passes on all contracts, defends all claims, 
applies for guardianship, and effects collections for the care of patients. 
The county treasurer acts in the same capacity for the institutions as for 
the other county departments, and the county auditor’s department controls 
all expenditures and issues all checks. 

There is a chief engineer in charge of all power plants. A construction 
superintendent is in charge of building operations, and there is a director 
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in each of the service units. A fire prevention chief with an assistant 
strives to eliminate fire hazards; all buildings not fireproof are automati- 
cally sprinkled. 

A chief dietitian, a member of the administrative unit, with headquarters 
at the General Hospital, directs and supervises all diets. A farm manager, 
a university graduate, is in charge of the farm. 

Patients enter the institutions through the social service department. 
The dispensary-emergency unit is the clearing house for the hospitals. Pay 
and part-pay patients are accepted. In no case, however, is a patient 
accepted at the hospital or in the dispensary where an investigation shows 
that he can pay a private physician or private hospital rates, the accepted 
budget of the community governing. 

The accounting system developed is for machine operation. Information 
on expenditures, balances, costs, bills payable, bills receivable, and dis- 
counts are readily available, as are all experience records necessary for 
careful operation and planning. Milwaukee County Institutions operate 
on a cash basis; payments are made within the regular discount periods. 
Red tape, so far as possible, is eliminated, placing the organization on the 
preferred list with sellers of every form of merchandise. Responsibility 
is definitely fixed in a manner no decentralized plan would permit. 

The economies possible in quantity purchasing, warehousing, and dis- 
tributing are apparent. A complete organization to check all requisitions 
and purchases, to follow all contracts, to inquire into and study the opera- 
tion of each department is a help and safeguard in good administration. 
Purchases, where possible, are made in competition. Quality, price, availa- 
bility, and end-cost, however, enter into the matter of awards. Competi- 
tion is not limited to the county or state, as it is not believed that the 


tax-paying public should be penalized for the benefit of the few privileged 
to sell the tax-supported group. On particular items the purchases. are 


referred, after tabulation, to department heads requisitioning, for pref- 
erence-check and report. Conferences are frequent so that to the problems 
of management are brought the training and experience of the entire 
personnel of the organization. The institutions are not made to fit the plan. 
The plan is fitted to the operation and development of each institution. 
Latitude and encouragement are given the superintendents and department 
heads in the development of the particular work that each institution is 
organized to do. 

You will realize from this that “politics” as known in some communities 
is foreign to the operation of these institutions. The operation of this 
group reflects the spirit of the community. 

With the operating procedure fixed in the institutions, there remains 
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only the further necessity of control on “intake.” The medical units had 
social service departments or workers attempting this control. The field 
work, however, was limited to cases where the worker had reason to be- 
lieve, after an interview, that there was question as to the eligibility of the 
applicant. In the last year there was organized an investigational unit to 
serve all of the departments. Securing the necessary quota of trained 
workers was an impossibility. A group of 20 potential workers was 
nominated by the Civil Service Commission. This group was put through 
an intensive course of training and sent into the field to work under care- 
ful supervision. Then another group of 20 was taken and trained in the 
field. The necessary typists, filing clerks, and equipment were installed 
with the result that a complete investigation was made of every application 
for any form of assistance. 
The procedure in the General Hospital is as follows: 
The admissions of the day are tabulated. 


The list is then taken by messenger to the confidential exchange 
operated in connection with the Central Council of Social Agencies. 
Here at an appointed time the cases are cleared. 

The messenger then continues to the investigational unit where the 
investigation is completed and report made to the hospital within 24 or 
at the outside 48 hours. 

A survey just completed by the resident staff developed that in 75 per 
cent to 80 per cent of the cases hospitalized, the patient’s admission could 
be delayed until investigation was completed. It is planned that admission 
in the very near future will be by application, the only exception being 
emergency cases. In five months approximately 14,000 applications were 
investigated. The figures for the month of August have not been analyzed, 
but for the 4 months’ period immediately previous to August, 33 per 
cent of the applications for assistance were either refused or deferred. 

With careful budgeting and planning, with the setting up of the neces- 
sary controls and with the adoption of the methods of better business, the 
avenue of attack on public institutions has been closed, and the road to 
larger usefulness has been opened through the confidence established in 
the community. This will make possible the development of a medical 
program and of institutions of the best possible type. 

It has been recognized for a number of years that the function of the 
public hospital embraces duties beyond the actual care of the sick patient. 
It is true that the cure or alleviation of the suffering of the sick is the 
first responsibility of the hospital but there are other obligations. A second 
duty is the education of medical men—medical students—and nurses. A 
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third function is to extend the horizon of medical knowledge; to foster 
and encourage a spirit of research in order that the profession and the 
public at large may benefit by the experience gained from investigative 
work done in the institution. The general public and the medical pro- 
fession have both a right to expect that the resources of the public hospital 
will be utilized to the utmost, so that they may receive something from the 
hospitals to which they have so generously contributed. 

The first duty, that of caring for the sick, is integrally connected with 
the second and third obligations of the public hospital. This hospital with 
its rich supply of clinical material is almost an unparalleled source of 
medical and nursing information. Almost all general public hospitals 
attend to this duty in a fairly adequate manner. Medical teaching institu- 
tions in the vicinity of public hospitals utilize the facilities of such hos- 
pitals, and many or all public hospitals have their own training school for 
nurses. Such an arrangement brings obvious benefits both to the medical 
profession and to the hospital. In the first place the institution is pre- 
served from mental deterioration by the inspiration and enthusiasm fur- 
nished by a live teaching staff. Residents, interns, nurses, and hospital 
attachés are all kept alive to their individual responsibility to the patient 
and the hospital by the teaching staff. Patients themselves, whose good 
must first be considered, realize the benefits derived from having their 
cases dissected, critically analyzed, and solved by the exact methods em- 
ployed by a high grade teaching staff. In addition medical students are 
taught the latest and best forms of practice. Eventually they become 
interns, residents, and finally physicians bringing to the community the 
benefit of years of careful training. A public institution training physicians 
and nurses who go out into the community to practice renders a service 
that few other hospitals can give. 

In our own institutions we have for years taken an active part in medical 
and nursing education. Our hospitals with their various staffs form a part 
of the teaching program of the two universities of the state, Wisconsin 
and Marquette. Although the institutions were erected with no thought 
of teaching service, they are by their very nature of inestimable value. 
In brief, the teaching activities are accomplished in the following manner : 

1. General ward rounds conducted by staff members are attended by 
groups of students numbering from 5 to 10. At the same time like 
groups witness operative procedure in the surgical amphitheater. 

2. In the hospitals there are clinical conferences held each day from 
11:00 to 12:00 a. m. These are attended by large numbers and the most 
important cases are analyzed and discussed. 

3. A clinical pathological conference is held on Saturday from 10:00 to 
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12:00 a. M., at which time the autopsied cases of the week are presented 
and discussed. 

These three major forms of instruction are supplemented by numerous 
other teaching activities, especially by the smaller specialties and laboratory 
courses. 

The interns serving in the General Hospital are selected by competitive 
examination. The quota is 40. At the end of the intern year 15 of the 
best interns are selected for junior residencies. At the end of the second 
year, the vacancies existing in the senior classification are filled from the 
best of the junior group. Last year we assigned a man who had completed 
his senior service to the care of the indigents in their own homes. This 
service is to be extended. During the training of this entire medical 
group there is emergency and dispensary service; Muirdale, the hospital 
for mental diseases, and the mental clinic offer opportunities, if the doctor 
elects one of these specialties after the intern year. This field of training 
is open to the nurses. This service, however, has not been organized to 
include all of the medical units in the group. A plan to include all is, 
however, in process of making. 

When discussion arises with regard to the educational value of the public 
hospital, the subject of postmortem examinations cannot be avoided. Edu- 
cators in a way rate the standing of hospitals by the number of autopsies 
performed. This is logical, because the autopsy frequently clears up dis- 
puted points in diagnosis and treatment, and at times is an important factor 
in adding new knowledge to medicine in general. In our General Hospital 
the autopsy rate for 1922 was 9.8 per cent; in 1930 it was 50.7 per cent. 
This great increase was due to the unabated enthusiasm of a few members 
of the staff. 

Finally, the third outstanding obligation of the public hospital, and it is 
closely related to the teaching functions, is research work. This function 
is lagging in the public institutions of the United States. Few large public 
institutions have contributed to the research work of the nation; private 
organizations have done most of this type of work. This is a grave 
indictment of the public hospital. But I can see reasons which may ex- 
plain if not excuse this failure. In the first place, research and investiga- 
tive work have entered a sort of special field of their own. Considerable 
money is necessary to carry out the proper type of research. On the other 
hand, there are few places so well prepared to furnish the inspiration for 
such work as the public hospital. There are, of course, public hospitals 
which do this type of work, but in far too many no original work is done. 
We hope the time may come when public hospitals may find it possible to 
take a more active interest in this third major duty. 
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Reprints of recent investigative work done in two of the institutions of 
the group—Muirdale and the County Hospital—published in the Septem- 
ber issue of the American Journal of Medical Science have lately come 
to my desk. 





In conclusion, it may safely be said that as a benefactor to humanity, 
a public hospital fulfilling its duty as it should can have hardly an equal 
in any community. But if we value the teaching facilities, if we would 
develop research, or if we can hope for the elevation of standards in 
these hospitals, then we must give thought and help in their management. 


The standards of hospital management of yesterday are not the stand- 
ards of today; the standards of yesterday have been excelled. The ideals 
of today, which now seem almost visionary, we hope will be the standards 
of tomorrow. Toward these ideals of management the public of today, J 
have the temerity to believe, is striving. 


Pamphlet on Oxygen Therapy 


A brochure of very practical interest to hospital people has recently been 
prepared and is being distributed by the Linde Air Products Company. 
The subject is “Recent Trends in Oxygen Therapy.” It gives a short 
description of the history of the introduction and use of oxygen as a 
therapeutic agent and describes its development. It illustrates the various 
types of oxygen rooms and apparatus and outlines the approved stand- 
ards for oxygen therapy equipment. It goes into some detail in describing 
the various types of equipment, and in closing incorporates a complete 
bibliography on the subject. This treatise should be an interesting addi- 
tion to the library of any superintendent. 


The Linde Company has very generously offered to distribute this upon 
request and without charge. Requests should be addressed to the Linde 
Air Products Company, 205 E. 42d Street, New York. 
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By Lr. Cot. W. Parkes, D.S.O., M.C., B.Com. (LoNp.) 
Secretary, St. Mary’s Hospital, London, W. 2 

T IS POSSIBLY axiomatic to state that if an analysis were made of the 

criticisms of the voluntary hospitals, an overwhelming percentage of 

such criticisms would relate to the working of the out-patient and 
casualty departments of these institutions. There is nothing new under 
the sun, and I find from the minutes of the board of management of my 
own hospital that a somewhat fierce and stormy discussion on this particu- 
lar subject arises about every twenty years. As a result certain minor 
improvements are possibly effected, but each time an air of helplessness 
appears to have descended, hands seem to have been thrown up and the 
position deemed almost hopeless. If anything, however, public criticism has 
increased, and I venture to suggest that the question of efficient arrange- 
ments for the reception of appropriate cases in the out-patient depart- 
ment is one of the outstanding problems for the voluntary hospitals to 
solve, if they are to retain their high esteem in the hearts of the people. 

There can be no doubt that in spite of all the existing defects the out- 
patient departments do meet a great public need. My own view is that 
the abuse of these departments by persons who are in a position to pay for 
the medical services they require is comparatively small. No one, I think, 
surveying at any rate the out-patient departments of the London hospitals 
as a whole, would hold that any person would willingly submit to the 
intolerable delays and muddles there if, for a reasonable fee, he could 
obtain a similar opinion and services in a private consulting room. 

The number of new out-patients of the London teaching hospitals, in 
spite of some sort of general policy of restriction, has grown from 
697,422 in 1920, to 762,892 in 1929, 7. ¢., an increase of 9.4 per cent whilst 
the number of attendances in 1929 was 3,798,333, as compared with 2,975,- 
495 in 1920, an increase of 27.6 per cent. If my views as to the absence 
of general abuse by patients are correct, then there must be a strong 
feeling amongst the poorer classes of the community that the out-patient 
departments of the voluntary hospitals provide a service in times of sick- 
ness that they themselves are unable to get elsewhere. The increase in at- 
tendances to which I have referred, may be attributed of course (a) to an 
increase in population, and (id) to lack of an alternative and not to the 
merits of the services given, and it may be held that the discomfort of the 
out-patient department, acting as a sufficient deterrent to those able to 
pay a moderate fee, provides one of the most severe condemnations of the 


1Read before the Incorporated Association of Hospital Officers, June 3, 1931. 
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department as it exists today in most hospitals. The question of abuse 
is bound to be hotly contested, and I have no doubt that in any discussion 
of this subject individual and outrageous examples of abuse will be 
quoted. My contention is that these cases are comparatively rare, and this 
is a view held generally, I think, by all the almoners with whom I have 
discussed the matter. Some abuse is inevitable, and if a person is pre- 
pared to adopt fraudulent practices and lie sufficiently he will no doubt, 
in spite of a whole 


” 


for the time being, obtain “something for nothing 
array of almoners, exactly as he would in any business or large depart- 
mental stores in spite of any police organization. The point I would stress 
is that “special examples” of abuse do not lead us much farther, and very 
dangerous and erroneous deductions may be drawn from their quotation. 
I accept as a conclusion, from those best in a position to judge, that the 
abuse of the out-patient department by persons able to pay for their 
specialist medical services is not prevalent, and that the existing checks to 
this evil, provided by the inquiry officer or almoner, are reasonably 
adequate, and this paper is written on that assumption. 

It is, I think, important to clear this question at the outset, and the 
proposition I am laying down is that in the overwhelming majority of 
cases persons attending the out-patient department are not in a position to 
pay for specialist medical services, and that in view of the existence of an 
almoner or inquiry officer in a hospital of any size, the abuse of the out- 
patient department on financial grounds is almost negligible. I stress the 
words “specialist medical service.’ Whether a person ought, on medical 
grounds, to be in the out-patient department at all is quite a different 
proposition. Whether he is simply blocking a “specialist department” 
when all his case requires is the treatment which any competent medical 
practitioner could give and which the patient could pay for, or which 
is being paid for under the National Health Insurance Act, raises issues 
of entirely different significance, which demand earnest and serious but 


separate consideration. Some form of limitation is essential. What is the 
form that presents the fewest disadvantages? Any limitation must impose 
some hardship—which is it that imposes the least? 

Apart, therefore, from all question of financial abuse, and coming 
to the question of the genuine out-patient arriving in the out-patient 
department—is anyone in this room, connected with hospital administra- 
tion, completely satisfied that such a patient receives that consideration 
which it is our business, as trustees of the charitable funds bequeathed by 
generous benefactors, to see that he gets? I am bound to confine my ob- 
servations to the London area, which I naturally know best, and in Lon- 
don at any rate, whatever may be the position in the provinces, com- 
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plaints come not from opponents of the voluntary hospitals, but from our 
closest friends, respecting the intolerable period of waiting and muddles 
of our out-patient departments. Any message concerning a valued em- 
ployee or maid who is about to attend the out-patient department inevitably 
ends, “and you will see, won’t you, that he is not kept waiting for hours?” 
Is all this waste of time unavoidable? Is the situation so hopeless? Again, 
apart from the time factor, are we all satisfied that patients in the out- 
patient department receive the consideration and kindly attention which 
practically all our in-patients extol ? 

The suggestion that hospitals encourage attendance in the out-patient 
department in order that attention may be drawn to the amount of work 
which they are doing, cannot, I think, be seriously put forward. If they 
do, then the publicity cannot be of any great value, for I imagine that the 
average cost per out-patient attendance is something in the region of 2s., 
whilst the average contribution per patient is approximately 6d. In any 
case, if, as the result of this encouragement, attendances are abnormally 
swollen so that periods of waiting are unduly extended, it might be argued 
that the hospital suffers much more in public esteem from the existence 
of a number of dissatisfied out-patients, than any benefit it is likely to 
secure from the publication of an inflated list of new patients and attend- 
ances made in any particular out-patient department. 

There can be no solution to a problem without an analysis of the factors 
concerned, and I propose to deal with the question of delay under three 
headings: 

(1) Delays due to faulty administration and planning. 

(2) Staff attendance. 

(3) Delays inherent in the existing system for the admission and 
treatment of out-patients. 


A. FAULTY ADMINISTRATION AND PLANNING 


It is not, I think, unduly unfair to say that it is characteristic of the 
average Englishman, that when anything goes wrong a “scapegoat” must 
be found and adequately dealt with, and that whenever, in a particular 
institution, indignation respecting the out-patient department boils over, 
much of the blame devolves on the head of the administrative officer, 
coupled with the unfortunate porters concerned. This is as it should be. 
There can be no doubt that up to a certain point much of the delay in the 
out-patient department can be remedied by efficient administration. The 
obvious sorting of new and old cases is omitted in a surprisingly large 
number of institutions. Full particulars and registration are necessary for 
new patients, whereas an old patient requires only to pay his contribution 
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and receive his case-paper. It seems unreasonable to expect the old pa- 
tient to wait in the same queue as the new patient whilst all these in- 
quiries are being made. Old and new patients should be dealt with simul- 
taneously at different entrance windows. Efficient registration and ade- 
quate registration accommodation are essential. Without any elaboration 
of details, we may draw attention to the need for a card alphabetical 
index for all patients attending the department, giving a numerical ref- 
erence for the case-paper file under each particular physician and surgeon. 
Different colored case-papers for each department and each member of 
the staff sounds attractive. In practice there is a tendency for all these 
colors eventually to become confusing, especially when forms are reprinted, 
and over-elaboration of the number of colors involved tends to defeat its 
object, apart from the additional cost. 


I wonder how much time, labor, and money is wasted through lack of 
correlation of the work of the out-patient department with that of in- 
patient treatment. An out-patient probably has a certain amount of prelimi- 
nary investigation done whilst he is an out-patient—x-ray and pathological 
specimens taken. Unless there is close correlation this work is repeated all 
over again if it is deemed necessary to admit him as an in-patient, for 
in all probability the in-patient member of the staff will be different from 
the out-patient member of the staff previously treating him. All this 
waste can be obviated by giving a number and case-paper to each new 
out-patient as soon as he is registered. This number, together with 
the case folder, will follow the patient throughout all departments and 
will provide a complete record of all his treatment, available for the in- 
formation of the member of the staff under whose care he happens to 
be at the particular moment. This, I am convinced, is the ideal system of 
registration, and where adopted has resulted in a great saving in time, 
money, and duplication. 


A most useful arrangement exists, for example, at the London Hos- 
pital, whereby the casualty medical officer refers the patient to the out- 
patient department for treatment by a member of the honorary medical 
staff, with a card stating what, in his opinion, is the diagnosis of the 
case. The member of the honorary medical staff concerned returns the 
card to the casualty officer drawing his attention to cases where errors in 
diagnosis have been made. This seems to me an excellent example of co- 
ordination between the two departments, and must prove of great benefit to 
the resident medical officer, apart from the natural incentive to correct 
diagnosis. 

It is only possible, in a paper of this length, to outline some of the more 
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obvious indications of sound administration. Quite recently I had the 
opportunity of visiting the out-patient departments of all the London 
teaching hospitals. In practically every one I wondered wherever I should 
go if I had to reach, as an out-patient, any special department. Surely 
the underground railway should have taught hospital secretaries something 
in this matter. In the old days prior to the amalgamation, it was difficult 
to find one’s way anywhere, and when in Paris now, I avoid the under- 
ground for this particular reason. But in London, with average intel- 
ligence, it seems almost equally difficult to lose one’s way in the under- 
ground railway. Much delay and worry, I am convinced, can be saved in 
our out-patient departments if only an adequate system of signposting 
is adopted. The old ideal, which appears to have possessed architects 
when designing the out-patient department, of a “flow” of patients in one 
direction, is obsolete and no longer works in practice. One does not want 
to be unduly hard on architects, but I venture to suggest that until one 
of them takes a part in a hospital and lives there for a year, we are not 
likely to have any great improvement or advance in hospital planning. 
The average patient, after seeing the physician or surgeon, has to visit 
the almoner, the x-ray, or some other special department, so that the 
journey becomes complicated, and one needs careful and explicit guidance, 
different from the simple journey designed for them by architects, from 
the medical officer’s room to the dispensary. The older hospitals are 
limited by their existing structure, but I do venture to suggest that any 
hospital now in course of construction, which permits of the casualty and 
out-patient departments being other than in the closest proximity, is com- 
mitting a fundamental error which it will bitterly regret at some future 
date. 

I have left until last perhaps the most important problem on the 
administrative side—the possibility of giving to each patient a definite time 
for attendance, 7. e., what is now becoming commonly known as the “ap- 
pointments system.” I cannot help feeling that in the past this question 
has been much too lightly dismissed as impracticable. The time may come 
when the public will demand, whatever the difficulties, that the system 
must be made practicable. In this connection, as in a great number of other 
matters, the teaching hospitals may have to consider the problem from a 
different angle. But even in these institutions there seems no sound 
reason why appointments should not be made for patients attending the 
massage and electrical departments and those attending the casualty de- 
partment for routine dressings, etc. An elaborate system of appointments 
for out-patients appears to have been worked out at the Manchester Vic- 
toria Memorial Jewish Hospital, Cheetham. Something of the same sort 
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is being attempted at King George V Hospital, Ilford. These ex- 
periments ought to receive the most careful attention of all connected with 
the administration of hospitals, for I am sure a great deal of the present 
criticism of the out-patient departments of hospitals in general will be ob- 
viated if the appointments system can be brought into general use. Time 
does not permit the further discussion of details of organization, but it 
would be foolish to overlook the special conditions of the teaching hospitals 
in this respect. Here two things are being attempted—(1) diagnosis and 
treatment, and (2) teaching. Unless arrangements are made, a whole 
queue of patients may be held up whilst the attention of students present 
is drawn to the clinical aspects of a particular individual. In this con- 
nection I was impressed with the arrangements made at one teaching 
hospital which I visited. Here the member of the staff arrives, say, at 
9:30 A.M. in the casualty or sorting department, where he sees all his new 
cases. He himself sorts these cases, referring a certain number to his 
“registrar” or “chief assistant,” and those requiring routine treatment to 
the medical officers, whilst those he wishes to examine further are re- 
ferred to the out-patient department consulting room, to which he proceeds 
at 10:30 a.m., where he meets his class of students. In this manner only 
comparatively few cases have any prolonged wait. 

So much for new cases in the out-patient departments of the teaching 
hospitals. I am bound to say that after a good deal of consideration I see 
no logical reason, except for the work and expense involved, why old 
patients should not come to the department by appointment, or at any rate 
it is surely possible to arrange for them to receive appointments in batches, 
so that any prolonged period of waiting is avoided. 

The obvious provision of some sort of privacy for the examination of 
patients is often overlooked. Every out-patient department should have an 
adequate number of cubicles for undressing and examination. It seems to 
me that in no other section of the hospital will proper organization be 
more amply repaid. How often does it happen that a patient, after waiting 
an hour or so, eventually reaches the medical officer only to find that the 
x-ray or pathological report is not available, and that his wait has been 
in vain and he has to come and start all over again on some other morn- 
ing or afternoon. These things ought not to be, and their existence is a 
severe blot on the administration of any institution. 

Much time is wasted on the arbitrary rule, so often in force, that every 
out-patient must see the almoner. My own view is that the almoner’s 
department should be confined to “social services.” They are especially 
trained for this work, and their usefulness and help may be seriously 
hampered if the department is associated too closely with contributions 
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and assessments. So much so that in certain hospitals an impression arises 
that whenever possible the almoner must at all costs be avoided. To obviate 
this prejudice I feel that the ideal organization of this section of the out- 
patient department in a hospital of any size is the appointment of an 
out-patient supervisor. It is immaterial whether this officer is a man or 
woman, provided the person is of the right type, temperament, and educa- 
tion. The out-patient supervisor would be generally responsible for the 
organization of the department, constantly noting where the organization 
was faulty and making suggestions for its improvement. The filing and 
registration clerks would be under his direct control. The registration clerk 
would, at the time of registration, ask the patient his income, and if this 
income were outside the limits laid down by the hospital, the patient would 
automatically be referred to the out-patient supervisor for a decision. 
Preferably these clerks should be women, first, because I think women, 
generally, do routine filing work and records much better than men; and, 
second, because they would facilitate the correct sorting of cases, especially 
when gynecological cases are attending, there being a natural objection to 
stating full facts to a junior male clerk, with the result that a large num- 
Ler of these cases in the first instance reach the physician instead of the 
gynecological surgeon. All financial inquiries being carried out by the 
supervisor’s department, the almoner would be left completely free ta 
deal with the cases referred to her by the honorary medical staff. She 
would be able to deal freely and adequately with such cases and her tech- 
nical knowledge and experience would not be thrown away on routine 
work, whilst the patient would, except when help is required, be exempt 
from further waiting to see the almoner, for clearly there is no point in 
his seeing her prior to examination by the medical officer and prior to 
knowledge of what is required being obtained. 

3efore concluding my observations under this heading, I must say I 
cannot help thinking that our out-patient departments could at any rate be 
made a little more attractive. Practically every hospital nowadays has a 
Ladies’ Association, which would be delighted to have the opportunity of 
doing some additional useful work. I suggest that their services might be 
helpfully enrolled in making the out-patient departments less dingy and 
mournful. The help of the Ladies’ Association would be twofold—(1) 
in arranging the canteen, etc., and (2) their presence generally would tend 
to make the whole atmosphere of the place a little less hard and somber. 

I do not know how many of you have seen the out-patient waiting 
room of the magnificent Eastman Dental Clinic, recently built, and now 
attached to the Royal Free Hospital. In the center of the waiting room 
is an aviary—canaries and other birds. The effect on the children waiting 
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seemed to me magnetic—a desperate struggle between the pangs of tooth- 
ache and the curiosity to ascertain exactly what the birds were doing. It 
struck me most forcibly, after a number of visits to out-patient depart- 
ments, that the attempt to make the department reasonably attractive had 
been sadly neglected, and that, at any rate, if paients have to wait for 
hours, some arrangements ought to be made to insure that the waiting 
rooms, etc., are reasonably illuminated and cheerful. Some of the accom- 
modations for out-patients at even the largest of the London General Hos- 
pitals can only be described as appallingly bad. I suggest that those 
who would like to see how attractive such a department can be made should 
pay a visit to University College Hospital. There can be no doubt, I 
think, but that a thoughtfully planned waiting room, in which there exists 
a spirit of confidence and efficiency, brings the patient before the physician 
in a state of mind advantageous both to the physician and to the patient. 
B. ATTENDANCE OF HONORARY MEDICAL STAFF 


I do not propose to deal in any detail with this subject, except to observe 
that it would be folly for a great railway company to work out and draw 
up elaborate time-tables for their trains if their engine-drivers were in 
the habit of arriving late. Different hospitals have different traditions, but 
no one who has worked in a voluntary hospital for any length of time can 
have anything but the highest admiration and praise for the high standard 
which the medical staff maintains in its relation to patients. What is so 
often forgotten, however, is that medical staffs, like other people, have to 
earn their living, and two or more sessions in an out-patient department 
weekly cannot be anything but a severe strain on their time. Reasonable 
payment must, I think, eventually be made to registrars assisting the 
honorary staff in its out-patient departments, so that insistence may be laid 
on the importance of their work and some recognition made of the time 
which such work involves. 

C. INHERENT DEFECTS IN THE EXISTING SYSTEM 

Under this heading naturally arises the vexed question of what pa- 
tients should be admitted to the out-patient department and what treat- 
ment, if any, given. Is the work of the out-patient department made 
impossible because masses of cases are attending which ought never to be 
there? Should the out-patient department be limited to patients who have 
in their possession a letter from their own private doctor? Is there any 
pronounced tendency on the part of the doctor to refer his cases to 
the hospital without regard to his own obligations in the matter? What 
are the proper and reasonable methods to adopt for the selection of pa- 
tients to attend your out-patient department if restriction is thought de- 
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sirable? What exactly do people mean when they talk about “consultative” 
out-patient departments? The word “consultative” as applied to the out- 
patient departments, using the word in its strict sense of “giving advice,” 
does not seem to be applicable at any rate to any London teaching hos- 
pital, for treatment as and when required is afforded there as a matter of 
routine. An observation was made at a recent branch meeting of the 
British Medical Association which I attended that no doctor with a panel? 
of over 2,000 persons could possibly carry on his work unless £0 per cent 
of this work was carried out by the hospitals in the neighborhood. 

I think that under this heading I have raised sufficient questions for 
consideration—difficult problems requiring honest and serious codperation 
on the part of all those connected with the health services of this country. 
I cannot be a party to any wholesale condemnation of panel practitioners. 
I think it is generally overlooked that comparatively few doctors in these 
days are without panel practices of some kind, and to suggest in general 
terms that our out-patient departments are flooded in this way is, I think, 
contrary to fact, and is an undeserved reflection on a body of men who 
hold, and rightly, a high place in public esteem and affection. I suggest 
that what is wanted here is a more sympathetic and closer cooperation 
between the work of the hospital and local medical practitioners, and that 
when this has been achieved this particular section of the problem of the 
out-patient department will be solved. 

I am unable to agree with the recommendation made in the report of 
the British Medical Association that only those persons in possession of a 
doctor’s letter should be permitted to attend the out-patient department. 
I have good reason to believe that at least a considerable portion of the 
medical profession is also opposed to this restriction. The strength, and it 
is a very enormous asset, of the voluntary hospital in general lies in the 
fact that voluntary service consorts with the temperament and tradition 
of the English race, and if the voluntary system means anything at all it 
surely exists to provide for the sick poor those facilities and opportunities 
which are freely available to the more wealthy members of the community. 
Look at the problem from our own point of view—one’s wife or child 
may be faced with a serious illness or operation. With all possible good 
faith in our own local doctor, it is only natural, in such circumstances, 
to seek a “second opinion.” The average man will secure and pay for this 
“second opinion” without in any way reflecting on the skill of his own 
doctor. Surely the sick poor, in similar circumstances, have a right to such 


2A “panel doctor” or ‘doctor with a panel” is one who gives service under an act of 
Parliament. He arranges to give treatment which falls within the competence of the ordinary 
general practitioner to a certain number of insured patients, who constitute his panel, in return 
for which he receives a capitation rate. 
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an opinion also. They feel that they always get such an opinion in the 
out-patient department, and I suggest, in all seriousness, that this door 
ought not to be closed against them. If it is, I feel that a new organiza- 
tion will grow up, exactly as it did in the old days when a subscriber’s 
letter was a necessity for admission, and some individual will start all 
over again to provide some means of affording the opportunity to any 
sick person, however poor he may be, to have fuller advice as to medical 
and surgical treatment which may mean so much to himself and to those 
near and dear to him. The inevitable “repeat mixture” patient must be 
eliminated in any scheme of organization. I feel that in great measure this 
reform is in the hands of the medical profession themselves. In the case 
of a patient who has a panel or private practitioner, the course to be adopted 
is obvious and one wonders why so often it is not adopted. Difficulty 
arises in acute form chiefly amongst married women and children who 
have no panel doctor, and unless these are discharged to the medical side 
of the public assistance department—a course which is usually resented 
by the patient—there is no such obvious solution to the problem. In this 
connection I suggest that the time has arrived when there should be some 
devolution of the work of the out-patient department of the hospital. In my 
opinion a great number of existing difficulties would be solved, if in the 
area of each large hospital there could be established clinics or use made 
of existing dispensaries, to which this class of patient could be discharged. 
These clinics, provided with certain accommodation and diagnostic facili- 
ties, would be staffed from a panel of private practitioners in the area, and 
would not only pass on clinical material to the general hospital, but would 
also receive patients from the hospital who were in need of specialist 
services. If such a plan were generally adopted, it would tend to bring 
the local medical practitioner into closer connection with his own general 
hospital, and would also relieve the out-patient department of a large 
number of patients not really needing hospital treatment, whom, under 
existing circumstances, it is most difficult, without real hardship, to 
discharge. 

An attempt is made at certain institutions to restrict the number of new 
out-patients to be admitted under each physician or surgeon. Those whose 
cases appear to be most urgent are selected, and not necessarily those who 
arrived first. All above a certain number must either apply on another day 
or seek relief elsewhere. I see no inherent objection to this scheme, pro- 
vided a certain elasticity is available; ¢. g., if an out-patient arrives from 
some distance it would involve considerable hardship, and the refusal of a 
case of this sort is not likely to increase the goodwill of .such an institution. 
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However, I feel that within limits and with care much can be said for 
some sort of restriction of numbers in this way. If properly worked, it 
does insure that the physician or surgeon will have the necessary time for 
an adequate examination and diagnosis of each new patient attending his 
particular clinic. 

I have had, in this paper, only time to indicate some views of an ad- 
ministrative officer on the working of the out-patient department. Every 
year now women are entering into industry in larger numbers, and the day 
is past when we could console ourselves with the fact that a large number 
of our female patients were quite willing and happy to have to wait 
three or four hours in the out-patient department, provided a cup of tea 
was available, and also a neighbor for a mutual gossip. If some statistician 
could prepare a statement of wasted hours spent by men and women in 
our put-patient departments, I am sure the figures would appal not only 
those connected with voluntary hospitals but also the public. The time 
has come for serious investigation. I am perfectly certain that any true 
reformation can only come about by the closest cooperation between the 
medical and lay staffs of hospitals and the private practitioner in the area, 
and that in the future, on this question, we shall have to obtain and retain 
the confidence and help of the local medical practitioner to a much greater 
extent than has been done in the past. 


He | O- -- 


A Hospital Appeal in 1911 


“Clang! Clang! Dashing horses, a rumbling ambulance; on, on, then 
at the door of the receiving ward, tender hands lift the bruised and broken 
body of the homeless, parentless newsboy injured on the street. Only a 
newsboy! But the skill that could not be excelled at any price, the nursing 
and care of tenderest kind, all work together to woo this little sufferer 
back to life and another chance in the world. Why a hospital? Why? 
when the poorest are given equal chance with the most favored. Why? 
when by the splendid service of the hospital life values are not measured 
by mere ability to pay.”—Frankford, Pa., Dispatch. 


[ 39] 





STATE MEDICINE IN EUROPE 


By E. H. Lewinsxr Corwin, Px.D. 
Director of the Hospital’ Information and Service Bureau of the 
United Hospital Fund of New York 


HEN I ACCEPTED the kind invitation of our chairman, Dr. Agnew, 

\ \) to give a general account of the present forms of state medicine in 

Europe, which was to serve as a sort of introduction to the papers 
which are to follow, I stated that it would be no well rounded, carefully 
worded, amply annotated, encyclopedic treatise on this vast subject, but 
merely a few reflections based not solely on book knowledge, but on 
observations during travels, and on information gleaned from conversa- 
tions with physicians, business men, health officers, hospital executives, 
insurance fund officials, and workmen. 

I should like to begin this informal and rambling discussion by asking 
the question, What is meant by “state” medicine? For many centuries 
public authorities have been forcibly removing from communities those 
who suffered from certain infectious diseases, and placing them in lazar- 
ettos where these unfortunate sufferers receive medical care, good, had, 
or indifferent, depending upon circumstances, place, and time. Should 
we designate this as state medicine? When the enlightened modern com- 
munity provides free care for the tuberculous and the venereally infected, 
irrespective of their financial or social status, is it practicing state medi- 
cine? When large general and special hospitals are being built by cities 
for the care of those who suffer from acute and chronic ailments, and 
when still larger hospitals are being built by states for the care of 
the alienated, is state medicine being practiced? Likewise, when the state 
pays for the medical inspection of school children and for the many other 
medical services which the smaller or larger units of the state provide, 
is that state medicine? It seems to me important that we form a clear 
conception of the subject which is being discussed here and everywhere, 
with the proper definition of terms. 

In my own thinking, nowhere is there state medicine except in Soviet 
Russia where the state is the sole employer and the sole owner of all 
capital, and where the state provides medical care for the entire popula- 
tion and where almost all physicians are employees of the state. In all 
other countries the state or its political subdivisions assume a certain 
amount of responsibility for the protection of the health of its citizens, 
the extent of which varies according to the course of historical evolution, 
social cohesions, and economic conditions of each particular country. In 
all these countries attempts are made to organize medical care on a social- 
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ized or codperative basis, the state contributing to that end either the 
necessary regulatory machinery, or funds, or both. There is no civilized 
country at the present time where the state disclaims all responsibility for 
the care of the sick. The nearest to it comes Holland, and yet in that 
country almost everyone belongs to some mutual insurance fund whose 
aim is to provide medical and hospital care. Many of the funds in Hol- 
land are organized by physicians and druggists in competition with other 
funds. The state itself has nothing to do with this socialized method of 
meeting the exigencies of illness. There is not even a general law regulat- 
ing these insurance funds. The preponderating type of medical practice 
is on a contract basis, 7. e., an agreed payment of so much per month or 
per year. This is a form of social provision to obtain medical treatment 
in illness, but there is no state intervention. 

In Germany, the state exercises certain administrative and judicial 
powers over the insurance societies and makes it compulsory for everyone 
below a certain income to be insured, but contributes nothing toward the 
maintenance of these societies from state tax funds and employs no 
physicians in connection with this codperative method of meeting the 
problem of disease. There, medical practice, as in Holland, is on a con- 
tract basis, as far as the insurance funds are concerned. If it be called 
state medicine in Germany, it should, by the same token, be applied to 
Holland, where the state is miles away from the system in vogue. 

In Denmark, where there is no compulsion, the relative number of in- 
sured is larger than in Germany and, if anything, there is more of so-called 
“state medicine” than in Germany, for in Denmark the state feels that 
it is its duty to provide hospital facilities for the entire population. A very 
considerable proportion of the physicians of Denmark are practicing in 
the hospitals as salaried employees of the municipalities. 

In Great Britain, on the other hand, physicians are not state employees 
except those in the public health service, although there health insurance 
is compulsory. 

What I have said of Denmark is true also of Sweden, and by a curious 
coincidence there are no countries in the world where the medical profes- 
sion is held in such high esteem and where it is so relatively well com- 
pensated as in these Scandinavian countries. And it is in these countries 
that unquestionably the best hospitals in the world are to be found—hest 
from the point of the spirit of service, both medical and nursing, and in 
attention to diet and quiet and to comfort and cleanliness. 

What I have thus far attempted to make clear is that outside of Soviet 
Russia there is no more state medicine in Europe than in the United States 
or Canada, and that the responsibility which the individual states of Europe 
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assume toward the care of the sick is in some instances above, but in many 
instances below, that of our own communities. It is a surprise to many 
of us that in the United States 63.8 per cent of the 955,869 hospital beds 
recorded in the last report of Hospital Service by the American Medical 
Association are government-owned. By government-owned is meant 
owned by the federal government or by states, counties, or cities. I do 
not know exactly to what extent the situation is similar in Canada, for in 
the very useful directory of Canadian hospitals, the term “public hospital” 
is often applied to voluntary hospitals receiving government grants, but in 
Great Britain, the classic country of voluntary hospitalization, the beds 
in tax-rate hospitals outnumber those in voluntary hospitals by a ratio of 
5 to 1. Ina recent editorial discussing the rapid growth of government- 
owned hospitals in the United States, the Journal of the American Medical 
Association makes the following observation: “In 1909 the bed capacity 
of state hospitals was 189,049; in 1930 it was 405,309, a capacity increase 
of 114.3 per cent. In 1909 the bed capacity of the federal hospitals was 
8,827 ; in 1930 it was 63,581, a capacity increase of 620.3 per cent. Such 
strides in the building and enlarging of hospitals by federal and state 
governments may be interpreted in either of two ways: one may see in it 
a belated recognition of civic duty in the matter of chronic cases where 
family financial support fails; or one may view it as a preparatory step in 


a policy of unlimited expansion whose ultimate goal is state medicine.’ 


In the countries of the Continent, with the exception of Holland and 
Belgium, where even the care of the insane is a matter of private concern, 
the bulk of the hospitals are provided by the state or by its subdivisions. 
In these hospitals there are different accommodations for the three types 
of patients: first class, second class, and third class; the first class corre- 
sponding to our private patients; second class to semi-private; and third 
class to ward patients. It is only those who are certified as destitute who 
receive entirely free treatment. All the others pay in varying proportions, 
the beneficiaries of the insurance fund paying directly or indirectly, but 
in some countries, especially where there is no compulsory insurance, the 
insured persons pay less than the uninsured. This is particularly true in 
Denmark where this practice acts as an additional stimulus to the taking 
out of insurance, as does also the provision that anyone who seeks free 
treatment for any length of time is disfranchised, for he has demonstrated 
that he lacks foresight and cannot manage his own affairs; he therefore 
has shown that he lacks ability to participate in the management of his 
own community and country. 

To summarize, there is no state medicine in Europe, but an attempt to 





1Journal of the American Medical Association, 96:1088 (March 28), 1931. 
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socialize the provision for medical care. The only thing which they have 
done abroad to a much larger extent than we have done is to meet the 
problem of illness by insurance, either voluntary or compulsory. Whether 
they have succeeded by this codperative method to meet the need more 
adequately than we have, is another question which will, no doubt, be dis- 
cussed in the papers following this, and on which I shall merely touch. 
The point. I desire to stress, however, is that the adoption of insurance 
methods is, per se, not a sign of social pathology, nor is it tantamount to 
state medicine. 

I do not believe that anyone can have a quarrel with the principle of 
insurance, that is, with the distribution of a very great personal risk 
throughout the entire community. In America we have applied this prin- 
ciple to a greater extent than elsewhere in relation to the consequences of 
death and to such hazards as fire, accidents, theft, and the like. Our insur- 
ance companies, mutual and stock, do, I believe, a greater amount of busi- 
ness than any other companies in the world. We have, however, neglected 
to apply this principle to the personal catastrophes which lie in wait for all 
of us around the corner, such as disease and invalidism. There are many 
reasons for this which I do not need to discuss here except to mention one 
of them, namely, the high cost involved in adequate coverage. This is 
what the European experience very forcibly brings out. The deficiencies 
of the European insurance schemes have been due not so much, perhaps, to 
bad organization or malingering, or to the inertia of the doctors, or to the 
failure to appreciate the importance of preventive medicine, as to the 
inability in most of the countries to raise sufficient funds to provide 
adequate service. It has best succeeded in countries like Denmark where 
the state or its subdivisions have assumed the responsibility for the major 
part of the cost of hospital provision, and where the people are willing 
to tax themselves heavily for this purpose. 

In most countries no one concerned is satisfied with the way the in- 
surance scheme works. In Great Britain it was called a fraud on the 
insured because of the incompleteness and the unsatisfactory manner in 
which the medical services were provided at the outset. In one of the 
lectures given in America by Sir Arthur Newsholme, he characterized the 
British system as having been “done ill-advisedly.” In his judgment, 
“Tt continued a false and low ideal of isolated general medical practice 
and it diverted into an unsatisfactory channel the energy and money which 
were urgently needed for the immense good obtainable by the reform of 
the Poor Law and public health administration, and extension of their 
medical services.” 

The report of the British Medical Association, recently published, pro- 
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vides for a plan of a wide socialization of medicine without, however, 
making it state medicine. It is probably the most comprehensive and the 
best thought-out plan ever formulated by a medical association. It pro- 
vides, as the title of the report indicates, “General Medical Service for the 
Nation,” and this service is directed both toward the prevention of disease 
and to the relief of individual sufferers. This plan is not intended to dis- 
place the sickness insurance system, but to build upon and improve it. 
It provides for every individual in the nation the services of a family 
doctor, consultants, dental surgeons, and all the auxiliaries, human and 
mechanical. It takes in every contingency and provides both for domi- 
ciliary and hospital treatment. The British Medical Association believes 
that this plan proposed by them ought to be and can be largely self- 
supporting. 

Among some of the principles to govern this service, four are particu- 
larly worth mentioning : 

1. That the interposition of any third party between the doctor and the 
patient, so far as medical attendance is concerned, shall be as limited as 
possible. 

2. That as regards the control of the purely professional side of the 
service, the guaranteeing of the quality of the service, and the discipline 
of the doctors taking part in it, as much responsibility as possible should 
be placed on the organized medical profession. 

3. That in any arrangements made for communal or subsidized or in- 
surance medical service, the organized medical profession should be freely 
consulted from the outset on all professional matters by those responsible 
for the financial and administrative control of that service. 

4. That medical benefits of the present national health insurance acts 
should be extended so as to include the dependents of all persons insured 
thereunder. On this point, the report brings out the fact that such a sys- 
tem, more than any other, tends to preserve self-reliance and independence 
and to promote thrift, and that such a system will help to maintain and 
develop some of the most valuable features of private practice such, for 
example, as free choice of doctor by patient, and the element of reasonable 
competition between practitioners. 

The plan calls for the extension of the existing hospital facilities by 
so-called “home hospitals” where patients, on account of their condition 
or on account of their home environment, may be removed to a hospital 
and remain under the care of their physician. 

In connection with the discussion of the hospital needs of Great Britain, 
it may be of interest to quote from a paper by Somerville Hastings, 
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F.R.C.S., published in The Hospital of February, 1931, entitled “The 
Future of the Hospitals in Great Britain.” The author takes a rather 
pessimistic view about the future ability of the voluntary hospitals to 
carry on. Aside from the growing difficulties in raising funds for main- 
tenance, he points out that “they have not sufficient accommodation to 
deal with their numerous cases. It is estimated that there are, at the 
present time, approximately 10,000 waiting for admission to the London 
hospitals alone. Some have been waiting months or even years, and some 
will suffer all their lives in consequence of the long delay. The above 
figure [he continues], though large, does not represent anything like the 
real number waiting for beds, for many doctors do not trouble to enter 
the names of their patients on the waiting lists, as there is no chance of 
their being admitted.” 

In Germany, the insurance funds are in a state of continuous warfare 
with everyone concerned—with the beneficiaries as well as with the 
physicians, who, by the way, are the beneficiaries of these funds, for if 
it were not for the principle of insurance, the physicians of post-war 
Germany, Austria, and other countries would be much worse off than they 
are at the present time, although undoubtedly their economic condition is 
not to be envied. But this applies to practically everyone else. Eighty per 
cent of the physicians of Germany work for the insurance funds. The 
average amount of their earnings is reported as 11,000 marks, or $2,750 
per annum. 

There is no doubt but that when the insurance laws of the various 
European countries were promulgated there was no experience to go by 
except that of the small mutual benefit associations, trade unions, and 
other little funds which have been carrying on the insurance business for 
centuries. All these little organizations were made part of the scheme and 
have undoubtedly been responsible for the failure to adopt progressive 
principles, and to deal with everyone concerned in a broad, constructive, 
statesmanlike fashion, although the old friendly societies have been fine 
schools for responsible self-government, and it is in these societies that 
there is found to be the least amount of collusion with the physicians to 
certify to illness when its presence is doubtful. In post-war Germany, 
however, the funds have adopted more liberal policies and are carrying on 
some very useful work in preventive medicine and in convalescent care. 
They have organized dispensaries in the large cities along very progressive 
lines ; they have built hospitals and sanatoria; and they are the main prop 
of many existing municipal hospitals. 

In their own hospitals, sanatoria, and convalescent homes the German 
insurance funds maintain 43,000 beds. In 1928 these funds provided 
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sanatorium care for 138,764 tuberculous patients. In the same year they 
gave prolonged medical care to 201,283 persons suffering from various and 
sundry chronic ailments. 

There is no doubt but that these funds are handicapped in very many 
ways by tradition and by methods of organization and administration. I 
believe, however, that in each of these countries there is enough construc- 
tive genius to overcome these difficulties, but they lack the financial ability 
to provide adequate coverage for the medical needs of the population and 
to pay for home relief during illness; and this is the crux of the matter. 
As it is, the cost of health insurance averages about 6 or 7 per cent of the 
wage bill of the countries concerned and, palpably, this is not sufficient to 
meet the needs in an adequate manner. 

The more I look into the subject of health insurance and how it is 
organized in Europe, the less I am sure that the method pursued there, 
of combining monetary provision and medical care, is workable. I believe 
that the two should be separated and handled by entirely different social 
agencies. The economic phase of the problem should be kept apart from 
the medical. The latter should be organized in a close working relation- 
ship with the public health agencies and the hospitals. The insurance 
funds, the medical profession, and the public health authorities could be 
united in a constructive plan and program, supplementing and strengthen- 
ing each other instead of working at cross purposes, as at the present time. 
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EFFECTS OF HEALTH INSURANCE ON 
HOSPITALS ABROAD 


By MicuHaet M. Davis, Pu.D. 
Director for Medical Services, Julius Rosenwald Fund, Chicago 


R. CORWIN HAS COVERED a large part of the subject and has pro- 
vided the structure and framework, and only a few little ornaments 
are needed for me to supply. I think perhaps it might be well to 

point out certain general contrasts which exist between the hospital system 
with which we are familiar in the United States and Canada and the 
hospital systems abroad,.in order that we shall not draw incorrect con- 
clusions regarding the effect of health insurance on hospitals. Dr. Corwin 
has brought out one marked contrast between hospitals abroad and those 
in this country. In the United States we think of our voluntary hospitals, 
i. e., those not supported by the government, as dominating ; in Europe, the 
great bulk of hospitals are governmental institutions. Dr. Corwin quoted 
figures indicating that in this country considerably more than half of our 
hospital buildings are owned by the government. It might, however, be 
well to point out, as he, I am sure, would be glad to have me do, that we 
here are mainly concerned with general or special hospitals dealing with 
acute diseases. There are about 450,000 beds for these purposes in the 
United States. Of these beds, about 40 per cent are under governmental 
control and more than half are in the hands either of voluntary non-profit 
organizations or of proprietary hospitals. Thus in this country the ma- 
jority of our hospital beds providing for acute conditions are not in gov- 
ernmental hands. In Europe it is exceptional for a member of the 
population to go to a non-governmental hospital. 

A second and less obvious distinction between the American and the 
European hospital systems relates to the medical staff. In the United 
States and Canada we have, broadly speaking, a very wide participation 
of the medical profession in hospital service. In the United States at 
least 60 per cent of the practicing physicians of the country are on hospital 
staffs to the extent that they may take private patients into those hospitals 
which will receive private cases, or that they have the privilege of mem- 
bership on hospital staffs through which they may care for non-paying 
or “staff” patients. This wide participation of the medical profession in 
hospitals has an important bearing upon the income of a large number of 
the profession, and upon the income of the hospitals also. On the other 
hand, hospital staffs in Europe, that is, the doctors actually caring for 
patients in hospitals, are rather sharply separated from the rest of the 
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profession. A very small proportion of the profession take private patients 
into hospitals. The great bulk of hospital patients are what we would 
call “staff” or “ward” patients, and a very small number have a physician 
who brings them in as private patients. I will point out the significance 
of that distinction later, but it is quite fundamental to have it in mind in 
considering the effect of health insurance abroad, and then in trying to 
draw any inferences as to the effect of a similar system in the United 
States. 

So much in a preliminary way. Dr. Corwin has described the systems 
of health insurance in various countries. Broadly speaking, what have 
been the effects upon the hospitals? In Europe the effects have been of 
two kinds: first, financial, and second, a general effect in stimulating, 
retarding, or otherwise influencing the extent and character of hospital 
growth. I will discuss those two phases separately. 

In the main, health insurance is a means of providing joint funds drawn 
from a large number of people for the purpose of paying the cost of 
médical service and wages lost. In most countries abroad, insurance pays 
a part of the cost of hospital care of insured persons who are members 
of the sickness insurance fund. Let us take this concretely. The figures 
seem to show that in Germany more than half of all patients entering all 
the hospitals of Germany come in as health insurance cases, and part of the 
cost of their care is paid to the hospitals out of sickness insurance 
funds. The proportion of the cost of their care which is paid for by 
sickness insurance funds varies in different parts of Germany, depending 
on the arrangement made between the local insurance fund or funds and 
the local hospitals. In Berlin, the going rate which a couple of years 
ago was paid for the ordinary sickness insurance case in a Berlin hospital 
(which will be a governmental hospital in most cases) was approximately 
half the total cost of the care which it paid for. Now in this instance 
we are not considering the cost of professional service at all, because pro- 
fessional services in governmental hospitals are nearly all rendered by a 
staff who are directly compensated for their services in the hospitals, 
either by whole-time or part-time salary. Thus the hospitals in Berlin 
are receiving a considerable proportion of, though not nearly all, the cost 
of the care of insured patients from sickness insurance funds. 

In Vienna essentially the same situation exists. Practically all the hos- 
pitals are governmental hospitals. Four-fifths to five-sixths of the cost 
of the usual sickness insurance case in a hospital is paid for by the sickness 
insurance fund. You will note that in each of these cases the rest of the 
cost is met by taxation, because these are governmental hospitals which 
are supported by taxes. 
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When I was last in Berlin, 5 years ago, I found the same system pre- 
vailing; and there was considerable jockeying between the officials of the 
sickness insurance fund and the municipal officials running these hospitals. 
Some of us are familiar with that kind of jockeying in workmen’s com- 
pensation cases. The officials of the sickness insurance funds are anxious 
to keep the expenses down and the municipal officials are trying to squeeze 
out a little higher rate of pay from the funds. Approximately half of the 
cost was paid for by the insurance fund. In these hospitals in Vienna and 
Berlin there are 3 classes of hospital service, for each of which a different 
rate is provided. Class 3, in which group the great bulk of patients falls, 
corresponds to our general ward group, and it was to that group that the 
sickness insurance funds in Berlin were paying approximately half the 
cost. If a patient wishes to go into Class 1 or Class 2, the difference is 
paid out of his own pocket. 

In a country like Denmark, where, as Dr. Corwin has said, hospital 
service is admirable, widely accessible, and very fully used, sickness insur- 
ance funds pay a very much smaller proportion of the cost of the insured 
person when going into a hospital than in Germany or Austria. That is 
generally true in the other Scandinavian countries, whether, as in Norway, 
they have compulsory insurance, or, as in Sweden and Denmark, voluntary 
insurance. The remainder of the cost in Denmark is paid by state tax 
funds, so that the situation as compared with Germany or Austria is pre- 
cisely the same as far as the hospital finances are concerned, except that 
the hospitals in Scandinavia are reimbursed for only a small fraction of the 
cost from the insurance fund, whereas in the other two countries they 
get from half to five-sixths of the cost from insurance. 


In Great Britain, the Lloyd George Sickness Insurance Act, so called, 
passed in 1911, did not include any provision for general hospital care: 
it provided only for payment for general practitioner service out of the 
funds created through the sickness insurance act. Rather recently, since 
the war, some of the insurance organizations, friendly societies, and others 
have begun to take patients to some of the voluntary hospitals for certain 
cases. A friend who just came back from London told me that at St. 
Bartholomew Hospital last summer he was told that they were eagerly 
and prayerfully receiving, in view of their distressed finances, a certain 
amount of money from insurance funds for both out-patient and in-patient 
cases. Anyone who appreciates the rather desperate financial position of 
the British voluntary hospitals will realize at once what a very important 
possibility may develop in the future. The British Insurance Act should 
be so amended as to include at least some provision for hospital care and 
make it possible for some of those funds to be distributed among the 
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voluntary hospitals. The voluntary hospitals have so great a prestige, 
despite thcir present impoverished condition, that their long waiting list 
as compared with the governmental hospitals is easily accounted for. 


Let me pass for a moment to the non-financial effect of sickness insur- 
ance upon hospitals abroad. Sickness insurance organizations have gone 
considerably into the building and management of certain types of hos- 
pitals. In Great Britain the insurance act made certain provisions for 
hospital care of tuberculosis. In Germany, Austria, and other continental 
countries, the larger sickness insurance organizations have put a great 
deal of money into the building of hospitals for the care of convalescents 
and certain chronic conditions, such as neuroses. Institutions for tuber- 
culosis, to some extent, are provided out of funds which the insured 
persons have voted to expend for these purposes beyond the amount 
required of them by law. The typical sickness insurance fund on the 
continent is organized and managed by employers and employees jointly. 
Its governing body is equally composed of the representatives of the 
employers of the business establishments related to the fund, the other 
half being representatives of the employees from the same group. This 
joint group, which is a large body, elects a small managing group of 
similar mixed constitution, so that we have all over Germany organiza- 
tions representing employers and employees managing sometimes very 
considerable funds. In Vienna the largest insurance fund has 560,000 
members, with a large central organization and a great building adminis- 
tering this enormous enterprise. In Berlin the central insurance organiza- 
tion is still larger, because Berlin is a city of 4,000,000 people, and the 
largest fund has approximately 1,000,000 members. Weekly payments 
are deducted from the pay of every employee member, matched by a 
similar amount put by the employer into the joint fund. In a sense, these 
are highly democratic organizations. The official of a large insurance 
company in the United States said to me last spring, “I question if in 
Germany the government is taking any more active part in the adminis- 
tration of sickness insurance funds than the New York state health 
insurance department is taking part in the supervision of this insurance 
company.” That bears out Dr. Corwin’s point that they have not state 
medicine, but great voluntary organizations which are required to exist 
by the government but are not managed by the government. 

To come back: certain hospitals built by these funds are managed by 
boards of the same type, a board composed of employers and employees 
to manage the hospitals, providing, in such instances, an interesting social 
background for the running of a hospital which is for the benefit of the 
employees of the organizations which constitute this fund. 
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What has been the general effect of sickness insurance abroad? Has it 
been to stimulate or retard hospital growth or the use of hospital facili- 
ties? I think the answer to that question is pretty clear. In Germany, 
for example, a country which has had sickness insurance under govern- 
mental regulation since 1883, the facts show how the hospital system of 
Germany has developed during that period. In 1880, Germany had less 
than 2 hospital beds per 1000 population whereas now it has approxi- 
mately 6 general hospital beds per 1000. These figures exclude beds for 
mental diseases. Six hospital beds per 1000 of population is a much 
larger proportion than obtains for similar hospitals in the United States 
as a whole. Some figures issued by the International Health Section of 
the League of Nations in 1927 gave the following comparison as to the 
number of general hospital beds in different countries of the world. Com- 
parisons of this kind are not entirely reliable, because what is meant by 
a general hospital bed is not always the same thing. I will read the figures, 
however. The highest country is Germany, with 5.7 per 1000; England, 
5.3; Austria, 5; Sweden, 4.8; Denmark, 4.7; United States, 3.9 beds per 
1000. On the basis of these general figures, it certainly would not appear 
that, despite the relative wealth of the United States and the comparative 
poverty of European countries, the existence of health insurance for 50 
years in countries like Germany and Austria had retarded the quantitative 
development of hospitals. 


Another point relates to the utilization of hospitals. We have heard a 
good deal, in the past year particularly, of the relatively low utilization 
of general hospital beds in the smaller communities, and we know that in 
general the figures in the United States run low. Only about 60 per cent 
or so of our general hospital beds are in continuous use. In Germany 
the figures for 1928 show, for this type of general hospital, a utilization 


of 72.5 per cent for Germany as a whole. 
To summarize the effect of sickness insurance in Europe upon hos- 


pitals I would say that the health insurance system has broadened the 
financial base of hospital service, since in European countries the main 
support of hospitals has been government funds derived from taxes. 
Hence the effect of health insurance in Europe has been, on the whole, to 
render the hospital system, financially, less rather than more dependent 
upon the government. Health insurance has enabled the hospitals to 
draw funds from sources in which the patient and others concerned with 
the patient, such as the employer, have a direct personal as well as 
financial interest. 

Health insurance seems to have stimulated, and certainly has not re- 
tarded, the growth of hospitals in countries where such insurance has 
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been in existence for a long time, and certainly it has not done any harm 
to the full utilization of hospitals. 

It is very important, finally, to bear in mind that the controversies 
between the physician and the sickness insurance funds, which have been 
so widely advertised in this country as among the horrors of sickness 
insurance abroad, have had little if anything to do with the hospital system, 
for the reason that most physicians who care for patients in hospitals are 
not physicians in general practice. Medical and surgical work in European 
hospitals has little direct relationship to private practice among paying 
patients outside. 

May I conclude by making a few comments and possible suggestions 
regarding the bearing of all this upon conditions in the United States. 
We are very familiar with the fact that in this country hospital service 
has become and is becoming more and more widely used. Also, we are 
familiar with the fact that the public complains about the high cost of 
hospital service, and we, looking at the matter from the inside out, are 
fairly convinced that hospital costs, by and large, are not too high in 
relation to the cost of service as rendered. But we are not always ready 
to appreciate that the public is looking at this matter from the standpoint 
of the ability of the average person to pay the cost. The traditional source 
of support for the care of the hospitalized sick for a generation in this 
country has been private charity. We are gradually moving, as we all 
appreciate, to broaden that base of support and to rely to an increasing 
degree upon government funds for the care of the sick in govern- 
mental hospitals and upon subsidy by government funds for the care of 
the indigent sick in hospitals not controlled by the government. If that 
trend keeps on and if the voluntary hospitals in this country must derive 
an increasing proportion of their support from payments by or in behalf 
of patients, we shall reach a position in which many voluntary hospitals 
will be largely dependent upon government funds. Whether that would 
take place if health insurance should develop in this country is a question 
worth considering. 

Certainly we have all come to realize, especially as the result of this 
depression, that it is not sufficient to depend upon private charity as a basis 
for meeting hospital deficits. The hospitals of our country now have 
less than half a billion dollars of endowment and only a small fraction 
of existing beds can be supported by endowment. It has been figured 
that to make an appreciable dent in the situation in the United States 
as a whole would require the raising of about $2,000,000,000 of endow- 
ment funds, or more than 4 times the present amount and more than 
twice the endowment of all the colleges and universities in the United 
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States. There is no likelihood that any such sum will be raised for hos- 
pital endowments. The difference between what hospital service costs 
and what individual patients can pay cannot be bridged by endowment. 

To my mind the only solution to this problem is the development of 
collective reserves by groups of people. Hospital illness normally comes 
unexpectedly, and whether or not people ought to save for it is prob- 
lematical. Experience all over the world as well as in this country is quite 
clear that people will not save amounts which are rather large in propor- 
tion to their income and which they will never have to pay at all if they 
do not happen to be sick. It seems to me that some system of utilizing 
the insurance principle on a voluntary basis, to bridge this gap between 
the cost of service and what the individual patient can pay out of his private 
reserves, is a most important financial measure with which the hospitals 
of the United States must experiment during the next ten years. It is 
rather surprising to find out, when one figures it up, how comparatively 
small the average payment per person would be if we distributed the total 
costs of hospital service over both the sick and the well at any given 
time. Something between $8 and $15 per person per year, depending on 
the grade of hospital service furnished, would be sufficient to cover the 
cost of rendering all hospital service to an unselected group of persons. 
These figures include professional charges on a reasonable basis as well 
as the hospital costs. 

There is a growing though as yet small amount of experience with 
voluntary insurance for hospital care. In Germany, above the financial 
level of those who must be insured by law, about 2,000,000 people are 
now insured on a voluntary basis. The organizations which furnish the 
insurance pay not all but a large part of the cost of a hospital illness. 
The remaining portion must be paid by the patient as a check upon the 
unnecessary use of the service. In England there has been in the last few 
years quite an extensive development of what are called the hospital 
savings associations. In these organizations employees in one or more 
business establishments contribute voluntarily regular weekly amounts, 
thus building up a fund administered by an organization of their own 
creation. They make arrangements with one or more local hospitals for 
the payment of a fixed amount per day for the care of any member who 
must go to the hospital in time of illness. The amount does not cover the 
full cost and is not intended to, but it is intended to help to meet the differ- 
ence between the full cost and the amount which these voluntary hospitals 
have from their other sources of support. 

In this country only a few scattering experiments of this kind have been 
made. Tomorrow morning I think a speaker is to talk about what has 
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been undertaken in this direction at Baylor Hospital, Dallas, Texas. In 
quite a number of large industrial organizations, especially in mining and 
railroads, hospital care and other forms of medical service are furnished 
to considerable groups of employees, and the cost of such service can be 
studied. In Brattleboro, Vermont, the Thomas Thompson Trust has for 
some years assisted in providing hospital care on an annual payment basis 
to persons who join the local organization formed for that purpose. 
Another interesting example of the insurance principle is found in many 
of our colleges and universities, which provide medical service, including 
hospital care, for all of their student body. Students are at an age period 
in which hospitalization is relatively low, yet these university health services 
are accumulating valuable data as to the cost of such service and as to 
some of the administrative problems connected with rendering it. Last 
spring in California I learned of a scheme in which about 2500 employees 
of the county of Los Angeles had, through their: own association, made 
an arrangement with a large group clinic to provide medical services for 
all their members on payment of $2 per month per year, including hospital 
care. That plan had been carried on for about 2 years apparently with 
mutual satisfaction. 

We have not had sufficient experience yet in this country to tell how the 
principle of voluntary insurance can be broadly applied. It would be first 
rate if I had a well worked out program to present at this minute by which 
a plan could be provided to meet all the deficits of our hospitals during 
the year 1932. I regret that I did not come prepared with such a plan. 
The principle involved is highly important to American hospitals and to 
the American public. Far from being worried by the bugaboos occasionally 
raised in the name of state medicine, which Dr. Corwin has shown does 
not exist in Europe to any extent, we can and should go forward and 
experiment with hospital insurance on a voluntary basis, with the double 
aim of furnishing a new and broader base of support for hospitals and 
of helping small income people to meet their big sickness bills. 
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THE ROMANCE OF MEASUREMENT? 


A MEASURING STICK IS A SCEPTER IN THE HAND OF SCIENCE 


By Henry D. Hupparp 
National Bureau of Standards, Washington, D. C. 


HAT SCOPE and sweep there is in measurement, from stars to 

atoms, timing radio echoes from distances beyond the moon, 

measuring temperatures on other planets, measuring the rate 
of cooling of our sun, measuring the age of our earth—measuring almost 
everything. The slow rise of the art of measuring gave no sign that in 
this century it would rise to a commanding place in human affairs. 

In the days of old a poor man asked a wise man, “Why am I poor?” 
The wise one cut a staff thigh high, cut notches upon it a hand’s width 
apart, and said: 

I give you the scepter of success—a measuring stick—for measures rule the world. 
They come in pairs; the measure of the sandal must match the measure of the foot. 
Always two matched measures. So all things are made to measure. Let this stick 
measure what you make, measure it well for its use. Three loops of cord will make 
the stick a balance to weigh what you buy or sell. Set it upright in the sun and the 
stick will measure the shadow hours of time; allot them to thy tasks. Tune thy life 
to its circling shadow. When noon shadows are long it is time to plant. Measure 
your share and your brother’s. Make wisely, measure truly, trade justly, and you 
will prosper. 

Down the ages came the measurer’s art by which things are dimen- 
sioned for use, by which time and place are measured for every fact and 
act of man. A measuring stick is indeed a scepter in the hands of science, 
a tool of discovery, record, and use of exact knowledge. Measures do 
miracles when we match the measured curvature of glass to the measured 
defect of the eye and thus restore sight to age and perfect the vision of 
youth. 

Commerce is the exchange of measured things. Every transaction in- 
volves five measures: quantity, quality, value, place, and time. All are 
measured. Quantity in number and unit; quality in measures of its 
properties ; value in terms of weight of gold; place east or west of Green- 
wich, north or south of the equator, up or down from sea level; time 
in terms of the turning earth—the clock—and its trip around the sun; the 
calendar. 

Success is matching a measured need by a measured means—shoe to the 
foot, glove to the hand, girder to the bridge, powder to the cartridge, 
inlay to the tooth, key to the lock. Key and lock may be measured to a 
thousandth of an inch, but some measures are not made in units. Without 
a unit a singer matches by ear the pitch of her voice with the measured 


1Published in the Commercial Standards Monthly, October, 1931, issued by the National Bureau 
of Standards of the U. S. Department of Commerce. 
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pitch of the piano. Without a unit the violinist varies the notes to 
produce perfectly pitched melody. If a boy is to jump a ditch he first 
measures it with his eye, not in inches but effort, which he matches with 
his own effort to clear the ditch. His jump is as truly measured as if he 
used a unit. 

The shoemaker of Old Pekin makes shoes with no unit of measure, no 
measuring scale—a strip of black paper and his thumb nail are his measur- 
ing tools. He transfers the foot measures to his paper strip, using his 
thumb nail as a marker.- He transfers the measures to his leather to make 
perfectly fitting shoes without a unit of length. 

The Chinese have units but they differ for each trade and place. A 
cloth merchant may buy and sell at the same price. He buys by a long 
measure, sells by a short one, and thus makes a profit. The Chinese travel 
unit of distance, the “li,’ is longer on easy roads, so that downhill to 
town may measure fewer “li” than the uphill trip home. The Chinese 
rice weight unit is the “catty” but the “catty” unit becomes smaller 
and smaller from rice field to tidewater as the coolies carry the rice. The 
reason is simple, each coolie takes out his pay in rice. The rice bags 
reach seaboard lighter for the tax, but weighing the same number of 
“catty” as when they started. 


‘ 


Crude measures pass and modern measures are uniform and accurate in 
comparison. Scientists measure how things happen in nature and experi- 
ment—at what heat and pressure a crude oil cracks into gasoline, carbon 
dioxide becomes “dry ice,” or air becomes a liquid and flows like water. 

Science makes vast numbers of such natural measurements—melting 
points of solids, weights of atoms, lengths of light waves, properties of 
materials. In such measures lie latent the means to alter nature almost 
at will and make it serve our purpose with almost magical power. Such 
measures build civilizations. They are the numbers which rule the world 
of enterprise. 

Measuring tools evolve from simple origins—a stick, a shadow, a gourd, 
a stone—today measuring devices number thousands and give man new 
senses, enabling him to detect “invisible” light, to feel magnetic forces, 
to sense a thousand things otherwise unknown. With the Bose crescograph 
one can see the movements of growing plants. A lens and mirror device 
is used to measure the diameters of stars, a feat comparable to measuring 
a quarter dollar by an observer fifty miles away. 

The radioactivity of radium is measured by the movement of an elec- 
trified strip of gold foil. Electrified quartz threads are sent up ten miles 
to measure cosmic rays. A 6-ounce device rises in a balloon sixteen miles 
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to bring back automatic weather records of temperature, pressure, and 
humidity. We measure air moistiire by the stretch of a hair. In the An- 
tioch Light fog-signal device, a hundred human hairs are so set that 
in fog dampness they stretch and turn on the fog signal. 

Ingenuity in measuring rarely excels the bit of genius by which we can 
literally hitch our wagon to a star. An automatic device in Paris catches 
a star’s image at meridian, turns its light pulse into an electric pulse, am- 
plifies it, and broadcasts it as a radio time signal. 

Time and tide wait for no man. But a marvel among measuring devices 
takes thirty-seven measured facts set into its mechanism to predict years 
ahead the height and time of day of all tides for every port of the world. 
Mathematically minded, this device turns the measure of yesterday into 
prophecy for tomorrow to guide ships unbuilt on voyages undreamed. 

Sound and radio are used to measure ocean depths, the thickness of 
glaciers, or the height of the radio ceiling of our air. Radio impulses go 
up with the speed of light and echo back from the magnetic layer of our 
atmosphere over a hundred miles up. By timing the echo we measure 
the ceiling, which may rise fifty miles in a magnetic storm. Echo times 
indicate that some radio echoes come from far beyond the moon. Sound 
waves are sent to sea bottom and their echoes timed to measure ocean 
depths for marine charts in aid of navigation. By similar means the 
thickness of glaciers is measured by timed echoes through the glacier 
from the rock beyond. 

Measures are tool of discovery. One bright story tells how the mystery 
of the breeding place of the Atlantic eel was solved by measuring. Out 
from the rivers swarm the eels every autumn to be lost to sight at sea. 
Where they bred, no one knew. Catches of eels were measured from 
millions of square miles. Measuring their way in all directions along lines 
of shortening eel lengths to the size of the baby eels, all trails led to the 
Sargasso Sea, which proved to be the cradle waters of their infancy— 
a mystery solved by measuring lengths. 

Nature does not annihilate her past. She leaves a record in which we 
may read history through measurements. Tree rings thousands of years 
old reveal the growing weather of climatic history of ancient times, year 
by year. How the rise and fall in tree growth in eleven-year rhythms 
were matched by similar rise and fall in the number of sun spots is an in- 
teresting story, for phenomena which vary in parallel reveal cause and 
effect connections of profound importance. 

Measures are great teachers, reducing error, diffusing truth. They 
dispel error by teaching, for example, that a pint is not a pound the 
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world around, and never was anywhere; in America, that the needle 
is not true to the pole; that the so-called “solar constant” is variable; and 
there are no fixed stars. Measures tell how much a pint of a liquid weighs, 
by how many degrees the needle wanders from true north, how the solar 
constant (sun’s radiation) varies, and how many miles a second the fixed 
stars are moving. 

Measures teach truth with vividness. We all conceive the atom as 
very small, but we learn how small an atom really is when thirty methods 
of measuring them tell us that a billion atoms in a line measure an inch, 
or, more startling still, that if all atoms in a thimbleful became tennis 
balls they would cover the United States hundreds of feet deep. 

Again, we all have some idea of the Gulf Stream, but how vastly more 
vivid it becomes when measures tell us that the volume flow of the Gulf 
Stream off Miami is 14 cubic miles an hour, or equal to a thousand Mis- 
sissippi Rivers in one. 

Men who measure do not lack devotion. Countless cases might be 
recalled of courage, suffering, even death, among the army of measurers 
who in laboratory, observatory, or in other parts of the world gather 
measured descriptions of nature and her phenomena. Galileo, “the father 
of laboratory science,’ was its first victim. In the great Tokyo earth- 
quake of 1923 the Japanese experts stuck to their work of, measuring 
the earth movements while outside they beheld their own homes going 
down in ruins and up in flames, a devotion which gave the world its 
most accurate scientific narrative in earthquake annals. 

The engineer puts measures to work in skyscrapers, bridges, and 
other structures. Measures flow through his pencil to scale drawings mak- 
ing each point a location, each line a length to be translated into steel 
or stone, matching measured strength for measured stress. By means of 
measures of strength and dimension the engineer builds his dream of 
stability into structure and the architect actualizes his dream of beauty. 
When the cathedral stands finished, strong and beautiful, we forget the 
measures, but they remain forever the strength and beauty of the cathedral. 
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FOOD SERVICE IN THE TORONTO 
GENERAL HOSPITAL 


By Cuester J. DECKER 
Superintendent, Toronto General Hospital, Toronto, Ontario 


HAVE BEEN REQUESTED to incorporate in the course of my remarks 
I something about our system of purchase and stores control. All 

food supplies are purchased through a central purchasing department 
upon written requisition of the chief dietitian. The more staple com- 
modities, such as canned goods, tea, coffee, sugar, etc., are, in normal 
times, purchased in rather substantial quantities at the season or period 
of the year when the market offers the best prices. Minimum and maxi- 
mum bin quantities have been established and stocks on hand are not per- 
mitted to run either above or below these established levels. 

All food supplies are distributed through the central stores upon requisi- 
tions which may emanate from any service but which must be approved 
by one of the senior dietitians. Under no circumstances are supplies 
given out by the stores department without receiving the signature of a 
properly authorized member of the particular service to which such sup- 
plies are delivered. 

The procedure thus far is doubtless the one in use in a great many 
hospitals and institutions. The next step, however, is one that may differ 
from the majority. 

In the Téronto General Hospital all stores records are kept in the main 
accounts department, where perpetual balances of all stocks are constantly 
available. Copies of all purchase orders and all requisitions that have been 
filled by the stores are sent to the accounts department daily. 

When supplies are received at the main or central receiving department 
they must be checked in detail by the receiving clerks, who make duplicate 
slips or sheets, depending upon the size of the consignment at hand of the 
particular items received. The receiving department has no knowledge 
of what has been ordered, nor of what has been invoiced. It is absolutely 
essential that they itemize, with the quantity, every article received. These 
receiving slips then go to the accounts department where they are checked 
with the purchase order and with the invoices. 

When this system was inaugurated many discrepancies were found. 
Gradually, however, they were righted and we now find a small percentage 
of error. 

Just a word about inventories—it is the usual custom in most institutions 
to take an inventory of stock on hand once a month, or at some definite 
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interval, usually a long interval of time. Such inventories are pretty gen- 
erally taken by the man or men in charge of the stores. Our system differs 
here, in that inventories are taken daily. As I have already stated, all 
stock records are kept in the accounts department, and the stock ledgers 
show, at any time, just what balance of any commodity should be on hand. 
Each day the stock ledger clerk, under the direction of the chief account- 
ant of the hospital, is required to go personally to the central stores and 
take a fiscal inventory of 10 or 12 selected items. At the end of the 
month the stock has been completely, and fairly accurately, inventoried. 
This system has two distinct advantages: Those in charge of the stores 
or stock departments have no knowledge of what stocks are to be inven- 
toried each day; we are reasonably sure of getting a correct and accurate 
inventory, at least more so than in the case where a complete inventory 
is attempted once a month, usually after hours, when the staff is tired and 
is inclined—yes, forced—to rush through the inventory of a large stock. 
As a rule our inventory, under this system, will check within $10 to $12 
each month. 

Control of. supplies in the main stores and of their distribution is a very 
simple matter as compared with their control after they have been dis- 
tributed to some 5, 10, or more sub-stations, as the case may be. Still, 
hospital executives are constantly grappling with the problem of controlling 
hospital supplies once they have left the main stores. 

In the Toronto General Hospital, prior to the opening of our new unit, 
we had 28 service pantries. Each of these pantries kept on hand stocks, 
such as sugar, tea, coffee, cocoa, eggs, bread, butter, etc. Notwithstand- 
ing rules and regulations to the contrary we must admit that at some time 
or other most of the staff of the hospital, maids, orderlies, cleaners, even 
nurses and patients, find their way into these pantries for no good reason. 
Petty pilfering, which is ever present under a system which spreads its 
control so widely, multiplied 5, 10, 25 times, presents a difficult and serious 
problem. And so it was that when the hospital board gave thought to the 
erection of a new unit they were determined to centralize, as far as was 
at all possible, the control of all supplies. With this in mind the system 
now in operation in the new unit was conceived, designed, and installed. 

To explain this system to you, to do justice to it, is a task beyond me 
and I can only offer you a vague idea of it and give you, through the as- 
sistance of moving pictures, a glimpse of it in operation. The films which 
we are about to show were, of necessity, taken at close range and do not 
by any means present a clear picture of the system. 

The traveling conveyor belt is first used to set up trays preparatory to 


receiving the meal menu. As these trays are set up with the linen, silver- 
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ware, butter, sugar, cream, they are loaded on to portable racks, each of 
which has a capacity of 45 trays. These racks are then drawn aside into 
a large refrigerated storeroom where they are kept until the usual hour. 
At meal time the racks are brought out one by one as they are required. 

Let us take the eighth or top floor first: The rack is brought to the 
conveyor belt, the trays already set up to receive food. The system con- 
sists of a conveyor belt incorporated in a series of steam tables. A tray 
is placed on the belt and moves along at the rate of 1614 feet per minute. 
This speed was adopted after experimenting at various speeds, as it was 
found to be slow enough to enable those at the steam tables ample time 
to deposit the foods required on the trays. When the tray reaches the 
point where it has to receive all the hot foods it is automatically stopped 
for a very brief space of time—about 2 seconds—for a dual purpose: 
first, to enable the dietitian to check the tray with the menu, which is on 
every tray; second, to allow for timing in which the tray engages with 
another tray belt traveling at the rate of 33 feet per minute. From this 
helt it is fed to a subveyor, also traveling at the rate of 33 feet per minute. 
The trays are automatically lifted by this subveyor and carried to the 
designated floor where they are received by a member of the kitchen staff, 
who removes them from the subveyor and hands them to maids who are 
waiting to take them to the respective rooms. These maids are regular 
floor duty maids. All the maids in the entire building are brought together 
on one floor, the floor receiving at the moment. When the floor has been 
completely served the entire group of maids takes the stairs to the next 
floor, and so on until the entire building has been served. We have no 
pantry maids. There is, however, on each floor an aide who receives and 
distributes trays with mid-meal nourishment. Under this system no food 
whatsoever, not.even a piece of bread or a glass of milk, is carried on any 
floor ; everything must come from the central kitchen. The maximum time 
required to dispatch a tray from the kitchen to the eighth floor, the top 
floor of the building, is 2 minutes and 12 seconds. 





A most common question is, Can we deliver food hot? During the 
early days of the system we had difficulty in this respect, but I am happy 
to say that this has been entirely overcome, and now foods are delivered 
hotter than they have ever been under any other system. In fact most 
patients find it necessary to allow the food to cool before they can com- 
fortably proceed with the meal. To do this it is of course necessary that 
not only the food but the dishes upon which it is to be served be very hot. 
This is accomplished by steam heated ovens in the steam tables just under 
the food trays. Here all the dishes are kept at a temperature of 160 de- 
grees Fahrenheit until they are required for service. 
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There are two units of service but thus far we have not found it neces- 
sary to use more than one—with one we have been able, up to the present 
time, to serve the entire building in from 28 to 32 minutes. 

When the meals have been completed the maids, who have returned to 
their respective floors, go from room to room gathering up the trays and 
take them to the subveyor, which, instead of traveling upward, has been 
reversed to travel downward to the central dishwashing room. 

I have been asked what would happen if no one were at the receiving 
end to remove the tray. As the tray arrives at the respective floors there 
is an automatic cut-out arm projecting to a point where it engages with 
the tray. As the tray engages with this cut-out device the entire system 
stops until the tray has been removed, then it automatically resumes travel. 
In that connection, during the experimental stages of the system just prior 
to the opening, I assured the chairman of our board, a real optimist at 
heart but in his relations with me somewhat of a skeptic and sometimes a 
hit pessimistic, that this system was going to work perfectly and he need 
have no worry on that account. We went to see it in operation; we loaded 
12 or 15 trays with dishes and went to the third or fourth floor of the 
building to greet them as they arrived, and as they came up they were 
taken off by a man who was there waiting for the purpose. The chairman 
said, “Now, that is all fine, but what happens if he doesn’t take them off? 
Where are they going?” I said, “That will be quite all right. Don’t take 
off the next tray, let it go on.” And the man stepped aside and the tray 
went on. The chairman said, “You'd better stop that thing, it will go 
through the roof.” I said, “Don’t worry about that; if we don’t get it 
here, we will get it further along,” because there was a master control on 
the top floor which was supposed to be entirely fool-proof and nothing 
could ever pass that. He became more and more nervous, and said it was 
going through the roof. It did not go through the roof, but it was not 
very long before there was a crash and the tray came down on the floor. 
However, that served a good purpose, and since then I do not think we 
have lost a single tray. The cold dishes, of course, must go out cold and 
they do. To my knowledge, since the first month of operation we have had 
no complaints of either cold or hot dishes. 

CHAIRMAN OLson: Would you like to ask Mr. Decker any questions? 
If not, we will begin with the picture now. 

Mr. Decker: May I say, after listening to the other two papers that 
preceded mine, it was very interesting to hear a discussion of the question 
of control, since in some hospitals the pantry service and the service to 
patients are entirely under the direction and responsibility of the nursing 


service. We had that arrangement at one time and I do not know how you 
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would manage it, but it was bedlam at times. Sixteen or 18 special nurses 
go into your floor pantries at the same time to grab anything that looks 
good to them, whether they want it or not, while the nurse that could not 
get there simply has to take what is left, though she has carefully prepared 
the menu for her patients. Then they come back to the dietitian and say, 
“We must have so and so, we have been to the pantry and there is none 
there,” and then they go to the superintendent, who is in a hopeless posi- 
tion—does not know where to place the responsibility. And then how 
often the nurse in charge of the floor will call the superintendent’s office 
and say, “Mr. Superintendent, I cannot get along with the dietitian, I 
ordered 4 dozen oranges and I have not an orange left—they did not send 
up enough,” etc. You all know it. The diet kitchen shows that they sent 
up the number of oranges ordered, and before noon they are all gone; 
they were stored away in the patient’s room by special nurses, and if the 
patient did not use them, they came in handy at night. 

Mrs. RistE: What do you do about toast? 

Mr. Decker: ‘Toast is one of the most difficult things we have to deal 
with in any hospital; it is the last thing that goes on the tray. This is a 
plan of the kitchen; all our foods come in at this end. This is the receiving 
end and this is a sub-receiving department. This is the vegetable prepara- 
tion department. I would like to call attention to a rather satisfactory ar- 
rangement of the scullery. The scullery is here, serving the vegetable 
preparation department, with the bakeshop on this side and the main 
kitchen on this side. All our food brought in this way works through, in 
its preparation, to this end of the kitchen, and here are located the con- 
veyors which carry food to the subveyors at that end. This is the cold 
storage room which I referred to. When the trays are set up ready with 
the silverware, linen, etc., they are brought back here and retained until 
the meal hour. Each rack that we use carries 45 trays, which is the 
maximum number of patients on any floor; in other words, each rack 
contains sufficient trays to accommodate the floor. 

Mr. R. A. NetTLeton, Methodist Hospital, Des Moines, Ia.: Do you 
buy potatoes in carload lots? 

Mr. Decker: We do. We believe in centralized control. This has no 
relation to our main stores, where we have proper storage facilities for 
vegetables, etc. 

Mr. NeEtTLeton: Do you refrigerate that food? 

Mr. Decker: Yes, sir, slightly. You can go on now, operator, with 
the movie. Kindly run it slowly. This just shows the receipt of vegetables 
and farm products at our main stores department. Of course the dietitian 
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is responsible. If the goods received are not to her liking and specifications, 
she always has the authority to reject them and we encourage that. This 
is a view of the meat section of the main stores, receiving meat. The 
meats are all received at one point and then redistributed to the several 
service departments, such as the private division and the nurses’ residence. 
We bake our own bread, running about 400 loaves a day—3-pound loaves. 
They are long loaves and it will be found that you will save two crusts 
by using a long loaf rather than a short loaf. Crusts do not go very well 
in a hospital. 

A DELEGATE: What kind of oven have you? 

” Mr. Decker: I cannot tell you the name of it, it is a gas oven for 
bread. This is a section of the main stores. You will find here altogether 
too many nurses; that means that wards in the hospital where we still 
have the old service pantries have run short of food. They should not run 
short, but they do and the nurses are sent down with an emergency requisi- 
tion. The emergency requisition comes through and is O.K.’d by the 
dietitian, and she goes and gets the emergency supplies. Now that is the 
Toronto General Hospital truck loading food from the central stores to 
be taken to the private pavilion unit. There is rather more of this end of 
it than I thought there was. 

That is food arriving at the private pavilion. This is the receiving 
clerk at the private pavilion; he is not really checking, he is just com- 
ing out to be in the picture; these goods are sent in, itemized, and what 
he receives has to check with what has been sent from the central stores. 
The butcher does not usually come out to receive the meat this way, 
but he looks good in uniform, so we brought him out too, although he 
does come out sometimes to see whether the meat is just to his liking 
or not. Now you are getting into the central or private pavilion kitchen 
of our new unit. This gives you a fairly general view of the kitchen. 
These are the steam containers; they are backed to the oven in the kitchen. 
This picture was taken 10 or 15 minutes before the meal hour, and there is 
one of the racks I was speaking about. That rack takes the trays for the 
entire floor. Now we are setting up the trays, getting ready for the meal 
hour. It takes about three-quarters of an hour, I think, to set up the 
trays for the entire building. Right now we are running about 180 or 190. 
The building has a capacity of 350 patients. We served during the year 
a maximum number of 254 patients on one day, and it took us about 32 
minutes to serve the entire floor. All orders are received by telautograph 
from the various floors. It is in operation now. The telautograph, first, 
at this point makes a written note and it is handed to one of the assistants 
who takes it to the dietitian. Now this is a menu. To finish my state- 
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ment, we have in the kitchen a cold frame which contains all the cold 
dishes, orangeade, lemonade, milk, cold cocoa, iced tea, etc., and also a 
hot section where the mid-meal foods are set up and kept hot. That is 
situated immediately at the subveyor or dumb waiter. We operate a dumb 
waiter system to dispatch our mid-meal nourishment. These dumb waiters 
operate at a pretty rapid speed and our special nourishments are admitted 
that way. 

There has been some discussion as to a selective menu. We believe 
strongly in it; it gives the patient something to do and something to think 
about, and they really enjoy taking the menu and checking off what they 
would like to have; if the patient is too ill, the nurse is not at all backward 
about checking off what the patient should have, and she usually gets 
everything on the menu. The men on the service table can see at a glance, 
as this tray is speeding along, what items are wanted. The stickers ex- 
plain themselves pretty well. Some you cannot see because they are light. 
The colored sticker indicates that tomato soup is wanted, and this red 
sticker indicates that cold meat is wanted, etc. That is the menu for the 
entire day. The breakfast is torn off at the perforated line and goes on 
the trays. As the tray moves on, this is in a position where it can be 
readily seen by those along the table. We will go on now. 

This girl is putting on these stickers. The menus are checked by the 
patient or by the nurse and she puts the stickers on in her spare time. I 
have a chairman who does not like spare time and we have to keep people 
working. This is the telautograph machine receiving an order from one 
of the floors above. Each floor is equipped with one of these machines. 
These are dietitians preparing menus. There is another row of dietitians 
at this side, but they could not be brought into the picture. We have a 
particularly fine looking staff of dietitians. Now the food is being brought 
from the stoves and steam kettles to the steam service table. You will see 
that the lower part is the heating oven where the dishes are kept hot. 

A DELEGATE: Do nurses set up all your regular diets ? 

Mr. Decker: No, these are pupil dietitians in nurse uniforms. The 
foods are deposited while the tray is in motion. You will see the menus 
standing up there; they can be seen by those at the table. If you had been 
there you would probably have heard somebody call out, “More milk,” 
or “More soup,” or something of that kind. They shout their orders and 
the supply is replenished at the main stove. That shows the trays where 
they are put on in the first place. Just at the end, there, the trays are 
entering the subveyor. That belt is traveling at the rate of 16% feet a 
minute. That allows about 7 trays a minute. You can serve faster, but 
you cannot time faster, because when the tray hits the timing plugs, it is 
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jarred and the things on the trays are spilled. Here the menu is being put 
on. It is put on by the dietitian at the beginning of the belt. These happen 
to be metabolic menus; they will be taken onto the traveling belt, but will 
be taken off there and put on a dumb waiter. Here the dietitian is inspect- 
ing the trays. They are inspected in sections, but there is this final check 
when the dietitian lifts that cover, and she can see more at a glance than 
anybody I ever saw. If the tray is not right, it is taken off. That tray 
is being taken back to be checked. What the error is, I do not know. Here 
they come into the subveyor system; you will notice that is moving faster. 

A DELEGATE: How many trays go up at a time? 

Mr. DEcKER: We serve one floor at a time, about 45 trays to the floor. 
Now we have arrived at the floor; this is the fifth or sixth floor of the 
building. We have a man there from the kitchen staff who removes the 
trays. We have him there because he is accustomed to removing them 
at the right point. If you allowed your maids to do it, there would be 
many interruptions. These are the maids lined up to receive the trays 
from the man on the left; they are floor duty maids. 

A DELEGATE: Is there always a line of those maids present ? 


Mr. DeEcKER: Yes, sir, when we start our service. Asa matter of fact, 
we have more maids there than we require; you never get to the end of 
the line; there are always 4 or 5 left waiting in line, except when we drop 
from the eighth floor, the obstetrical floor, to the third floor. We serve 
the eighth floor first. The third floor is served earlier and there is some 
little delay there. 

The dishes now are being returned to the kitchen; the system has been 
reversed and the maids are putting them onto the subveyor which goes 
back to the basement, to the central dishwashing room. They are arriving 
now at the central dishwashing room; the silverware and the menus are 
removed and the dishes go on to the dishwashing room. In order to get 
successful dishwashing in any machine, you have got to have water of at 
least 180 degrees Fahrenheit. You cannot get clean dishes in an automatic 
dishwasher at a lower temperature. We wash our glasses in separate 
water. 


——-0-¢—_——_ 
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AIR CONDITIONING IN HOSPITALS 


By C. A. MILLs 


Cincinnati General Hospital, Cincinnati, Ohio 


INCE NEW DEVELOPMENTS in hospital construction engineering render 
it feasible to provide proper air conditioning at low cost, it is neces- 
sary that the medical profession indicate the need for this service 

and the use to which it may be put. This, however, is a relatively new 
field and few physicians have given thought to the benefits that might be 
obtained for the hospital patient through proper artificial control of his 
environment. It shall be my object in this brief article to suggest a few 
of the ends that might be obtained by such proper air conditioning. Ex- 
perience with patients of all types in properly conditioned hospitals may 
indicate much more extensive uses than are suggested by our present 
meager knowledge. 

Deserving of first mention is its use for both premature and full-term 
infants of delicate constitution. The rigors of life, with extremes in both 
directions, should be kept away from these frail individuals with all pos- 
sible diligence. Even infants of normal health should have a well regulated 
environment. 

Next come the children suffering from summer diarrhea. Here relief 
from the heat, which seems to be a major factor in causing the disturbance, 
is of the utmost therapeutic importance. It has been shown statistically 
that there exists a close correlation between summer diarrhea and the heat 
waves of the season. 

It would be of like importance to relieve heat stroke and heart 
failure cases from the depressive effects of hot summer weather. For 
these individuals the direct application of cold to the body, as with 
cold packs, is not nearly so much to be desired as cold air to breathe. 
They should be provided with a room in which frequent and fairly 
wide fluctuations of temperature could be secured at will. 

Careful surgeons now avoid as many serious operations during the 
summer heat waves as they can because experience has shown them 
that postoperative risks are unduly high in the heat. Relief from the 
summer heat is, therefore, not just a matter of comfort for the ill patient, 
but often becomes a matter of vital importance. I believe every surgical 
room should be equipped to avoid all temperature extremes and to provide 
a 10 to 12 degree Fahrenheit day and night variation. The temperature 
variability should be kept low for the first two or three days after opera- 
tion, but should then be rapidly increased to provide maximum stimula- 
tion and shorten convalescence. This would hold as well for medical, 
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obstetrical, and other types of patients as for those on the surgical 
services. 

Air conditioning should also include the furnishing of certain rooms in 
each hospital with a high even temperature and high humidity for the 
treatment of conditions of over-stimulation, such as exophthalmic 
goiter or hyperthyroidism, severe cases of diabetes and pernicious anemia, 
essential hypertension, and many hyper-irritable or excitable nervous states. 
There has been practically no use made of climatic treatment in these dif- 
ferent conditions but the betterment which they usually experience in the 
hot summer weather and during sojourns to regions of even, high tem- 
perature warrants its use in hospitals in the more acute or severe cases. 
A week or two at a temperature of 85 degrees Fahrenheit and a relative 
humidity of 70 per cent produces quite a noticeable reduction in the rate 
of body metabolism. 

In general we have found experimentally that the body is best stimulated 
by fairly wide daily fluctuations of the temperature, and is most de- 
pressed by a constantly high temperature and high humidity. Since most 
of the patients’ time in the hospital is spent recuperating, we should Le 
able to provide the optimum environment for hastening this recovery. 
Either stimulation or depression should be applied as necessary. 

Briefly listed, a few of the hospital needs for air conditioning are: 

1. For infants, especially the premature and delicate. 

2. For children with summer diarrhea and other debilitating conditions. 

3. For patients suffering from heat stroke or exhaustion, heart failure, 


tC; 
4. For surgical patients, to obviate the deleterious effects of summer 
heat. 


5. For bronchitis and asthma, a dust-free, dry air. 

6. Humid warmth for such over-stimulative diseases as hyperthyroidism, 
essential hypertension, acute or severe cases of diabetes, and per- 
nicious anemia; also for excitable nervous states. 


en 
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ALL-INCLUSIVE HOSPITAL RATES 


By C. P. CONNELL 
Superintendent, Vanderbilt Hospital, Nashville, Tennessee 
HE IDEAS which are here presented are not based upon an extended 
investigation and are to be taken merely as expressions of first 
thought, rather than maturely analyzed facts. 

My position will immediately be attacked on the ground that my ex- 
perience arises from the conduct of a teaching hospital, liberally endowed. 
This is to be expected, though I assure you that even with a liberal en- 
dowment income, I must watch income and outgo with the most rigid 
economy. “Inclusive rate’ in the sense herein referred to includes the 
necessary or routine procedures incidental to the care of every patient 
and so ordered by his professional attendant. In no sense is it presumed 
that a hospital is obligated to meet demands born of the patients’ incidental 
desires. 

I take an active and interested part in the fixing of patient rates in my 
hospital. These rates are quite flexible, ranging from free to $10 per day. 
I ask that doubtful rate cases be sent to me for final determination. 

I insist that all admissions be made a matter of written contract. The 
contract is printed on each patient’s ledger sheet, the patient or his agent 
signing the contract upon admission. This procedure creates a good 
psychological effect as well as a legal fortification in case of suit. The 
signing of a contract with its printed conditions builds up in the mind 
of the patient a clear picture of a definite obligation. The very fact. that 
the obligation is definite and in legal form fixes in his mind an intention 
to pay the account; it also creates a defense mechanism and immediately 
he demurs to signing a contract with any indefinite features. In prac- 
tically every case comes the question, “Is this exactly what I will owe the 
hospital?”’ Even so, he is faced with the indeterminate question relative 
to the duration of illness; however, he seems to feel that this factor is in a 
measure his own responsibility. 

As an experiment I have often offered the patient two proposals—table 
d’hote or a la carte, if you please. Without a single exception the patient 
has accepted the all-inclusive rate, even when I advised’ him that perhaps 
the expense would be slightly more. I should say in further emphasis of 
the above statement that my institution makes no extra charge for any 
laboratory work other than x-ray, and also no charge for routine medica- 
tions or surgical dressings. Surgical patients are, however, charged a flat 
rate for operating room use. 

The community in which I live is relatively small and I have made 
many informal inquiries as to why patients have chosen my institution 
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instead of others equally well or better conducted. Many times the answer 
has come back, “Because we knew within very narrow limits just exactly 
what it would cost.” 

I am informed that several hospitals in my state have adopted all- 
inclusive rates for certain types of cases, notably tonsillectomies and ob- 
stetrical cases limited to a certain number of days. 

I am further informed that this course on the part of many hospitals 
is in no sense unusual in these two types of cases. Is this not a conces- 
sion to the “rightness” of the proposal I am suggesting? These cases are 
common, the costs easily determined, and hence short studies of them 
have led to the fixing of a fairly accurate cost to the hospital. Hence the 
all-inclusive rates in these types of cases. One might pertinently ask, 
Why not a fixed daily rate for each type of case based on actuarial 
statistics such as are produced by insurance companies in fixing their 
premium rates? Obviously this would be a complicated process, how- 
ever interesting, and in many undiagnosed cases completely impossible. 

In the beginning, hospitals were simple dormitories where the sick were 
assembled for the protection of the well; they have become extremely 
complex organizations for the benefit of the sick. 

From simple therapy—simple bedside nursing—we have evolved into 
elaborate laboratories, elaborate technique; from no records to almost 
volumes of medical notes. To meet these elaborate developments we have 
also been forced to provide elaborate and large funds. To provide 
these funds we have developed the expedient of the “extra charge,” which 
has brought so much criticism to the modern hospital in terms ‘of the 
high cost of hospitalization. Let me cite a typical extreme incident of 
“extra charges” which worry the patient and cause him to be resentfully 
critical toward the hospital. 

Mr. Smith is seen by Dr. Jones. He is advised to go to the 
hospital where he will only be required to spend one day. His statement 
for the day in the hospital runs as follows: 


One day—room and board................45- $ 5.00 
ON SOE gh osen nes nedagn eee kserhous’s 10.00 
I 6 84 pdtv 80m Rea eee SERS RRS 5.00 
Cc EE I CET Eee eee Te TT eee 10.00 
NE din sae n ob nh ed DeNe a HRN EKA 10.00 
SN UG i sks a i xek eek vcwe ens 5.00 

| er ree Pe re re rere ry Tey $45.00 


He is both appalled and indignant—-Dr. Jones only charged him $25 for 
a diagnosis, whereas the hospital managed to gouge him for $45. He 
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spreads his story of woe far and wide. No amount of explanation con- 
vinces him that about $35 of the hospital charge was due to the doctor’s 
requirements for diagnosis. When the patient approaches the doctor for 
sympathy, he gets sympathy, but only in rare cases does the doctor assume 
the full responsibility for the cost to the patient, and the hospital con- 
tinues to bear the onus of being a champion extortionist of money from 
the unwary. 

No competitive commercial business could ever have “got away” 
with such a procedure as the extra charges. Extra charges made by hotels 
are for luxuries and are to be had at the patron’s demand. Extra charges 
made by hospitals are for necessary predetermined procedures and de- 
mand is made therefor by the doctor in charge of a case—the patient, 
properly, not being consulted. But, when the cost therefor appears on the 
weekly statement, the patient is appalled at the mounting expense, which is 
entirely out of his control. You may answer this by saying that sickness 
is an emergency and that the cost of all emergencies is out of control. 
But I maintain that the patient could be satisfied at this high expense, 
if the amount of that expense were fairly definitely fixed, with only the 
indefinite factor of duration of illness to be considered by him. As a 
matter of simple fact it is unfair to publish a rate of $6 per day, when 
every hospital employee down to the charwoman knows that the rate 
is $6 per day plus extras. Now when we hospital people know before- 
hand that the “plus extras’’ amount to about 331%4 per cent of the rate, 
why can we not in all fairness state that the probable expense is $8 per 
day and not $6 as is published in our “folders of general information.” 


, 


It will be said that ‘‘extra charges” are in the nature of direct taxes 
a 


and that the taxed is the beneficiary. Some cases require a great deal of 
extra work, others little; medical cases are less expensive and require less 
extra work than surgical cases, etc. Obviously, these statements are both 
true and untrue. Two guests register in a hotel in rooms bearing the 
same rate. One guest is a quiet fellow requiring little or no extra paid 
attention—the other fellow demands every free service the hotel has to 
offer. The one guest costs the hotel twice as much as the other—the 
income from each is identical. The same fact is true in a hospital. One pa- 
tient is a cheerful, happy soul—the next is a neurotic pest, demanding 
everything, satisfied with nothing. Perhaps the doctor, being too con- 
siderate of the patient’s financial position, delays necessary laboratory work 
until late, hoping to avoid the extra cost, whereas :$ the work had been 
done earlier the diagnosis would have been made m»re promptly and the 
duration of illness might have been shortened. 
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A great many hospitals have half recognized some of the points I have 
made and have fixed a minimum extra charge for laboratory work. Every 
case requires a certain primary laboratory work-up; the majority of 
cases require comparatively little more. The laboratories have to be 
maintained to produce these minimum requirements, and the extra work 
entailed by additional work which shows up on the patient’s bill as an 
“extra charge” can be carried at small additional expense to the hospital. 

I do not believe that an all-inclusive rate is a panacea for the high cost 
of hospitalization. The two factors are not even related in that sense. I 
do believe, however, that the patient who pays that high cost will be a 
more satisfied buyer of hospital service if he knows in advance the sum 
total he must pay. 

We who are inside the hospital world can with fair accuracy predeter- 
mine a patent cost; on the other hand many if not most patients approach 
a hospital experience as a novitiate, wholly unaware of the pitfalls of extra 
charges to their account. Even when told of these extra items in ad- 
vance, the actual arrival of the statement with the room per diem, plus the 
extras, is a sort of unlooked for shock. Patients in this respect seem both 
blind and deaf, for no amount of explanation, either before or after the 
fact, seems ever to satisfy them. 

I have made another observation in my hospital. We frequently write 
contracts for the total cost, both per diem and extra, not to exceed a 
stipulated amount. These accounts are always promptly paid. 

Another observatidn—a contract written for $1.50 per day plus extras 
is paid more slowly and more reluctantly than one which stipulates $3 
per day with no extras. 





There is much to be said on both sides of this vexing question. The 
hospital which adopts such a program must be prepared to meet an in- 
creased demand for laboratory work requisitioned by its staff members. 
I have been seeking for six years some method of restricting my staff 
to doing only necessary work when it was the easy thing to ask for every- 
thing in the house. 

This discussion might drag itself on endlessly with no better conclusions 
than we have already adopted. But in conclusion, let me say that it would 
seem to me to be a relatively simple question in its primary aspects. Ob- 
viously the details must be framed to meet the several situations in which 
the several hospitals are placed. 

Ninety per cent or more of the questions asked at the cashier's window 
are concerning extra charges. These questions and complaints are the 
basis of more ill feeling than almost every other factor combined. 
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We are business men of a sort conducting a business of caring for the 
sick. Every merchant is in a similar position, he must buy and sell goods, 
he must buy well and try to sell for a profit, taking losses, however, along 
with profits. 

Our difference lies in the fact that he sells different grades of goods; 
we sell only one—the correct care of the sick, which includes certain 
fundamental procedures. Why cannot we, as good business men, include 
the cost of these fundamental procedures in the unit sale price of our 
merchandise, even as the merchant charges freight carriage, duty, and 


overhead in his sale price? 


—__—_+0¢——_ 


Appropriation to Meet Deficits in Handling Charity Cases in 
Pennsylvania Hospitals 


The Appropriations Committee of the Pennsylvania state senate pre- 
sented a bill recommending distribution of a $2,000,000 fund to hospitals 
within the state to cover deficits caused by the heavy drain of charity 
cases and part-pay cases handled by all hospitals in times of economic 
depression. More than sixty hospitals were named in the bill in amounts 


varying from $1000 to $50,000. 
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MANAGEMENT OF THE OBSTETRICAL 
DEPARTMENT 


By Carouine V. Barrett, R.N. 
Supervisor, Royal Victoria Montreal Maternity Hospital, Montreal, Quebec 


HIS DEPARTMENT of the Royal Victoria Hospital was opened in 1920. 

Its 208 beds are for obstetrical and gynecological patients, and it is 

here that the medical students of McGill University receive their 
practical experience in these two branches of medicine. The medical staff 
hold appointments on the faculty of this same university. The private 
obstetrical ward is open to physicians of good repute, but with this excep- 
tion it is a closed hospital. 

The majority of our patients come to us through our prenatal clinics, 
but a great many are emergency cases. During 1930, 2438 mothers were 
confined. 

To simplify matters I will describe briefly the care of a public ob- 
stetrical patient from the moment she makes her first contact with the 
hospital. 


Antenatal Care in Main Hospital and Settlement Clinics 

The patient has a choice of presenting herself either at the hospital 
clinic, held five days a week, or going, on certain days during the week, 
to clinics staffed by our doctors and nurses and held in different parts 
of the city. Whichever place she goes to, the same routine is observed. 

The patient is first interviewed by the social service worker, who de- 
termines her financial status. This interview is always followed by a 
home visit, to verify statements and make sure this service is not being 
abused. Patients are encouraged to make a small deposit at each visit 
covering the confinement fee. If the patient is unable to pay, adjust- 
ments are made with the hospital administration. Advice regarding diet 
and personal hygiene is given, and this service is also responsible for 
sending the patient’s name and address to the division of child welfare 
of the Department of Pensions and National Health of Canada at Ottawa, 
which forwards a booklet entitled “The Canadian Mother’s Book” to each 
patient; her address is also sent to the Canadian Council on Child and 
Family Welfare, which issues monthly letters to expectant mothers. 

Following this, the house physician takes the case history and a com- 
plete physical examination, including pelvic measurements, is made and 
recorded. The urinalysis is done and the blood pressure is taken. If a 
primipara, the patient is given a white card with the number correspond- 
ing to her preliminary history, and is booked as an indoor case. She is 

[74] 








MANAGEMENT OF THE OBSTETRICAL DEPARTMENT 


requested to return at regular intervals to the clinic, usually every month 
during the first seven months, and every two weeks during the eighth 
and ninth month. 

If a multipara, and everything is normal, she is given a blue card and 
marked for delivery at home, but if anything is abnormal she is marked 
as an indoor case. She too is requested to return at her proper time and 
a monthly check-up is made to see that she does so. In this way all 
patients are followed till the onset of labor. 

As soon as a patient goes into labor she comes to the hospital and is 
taken directly to the admission room, where a nurse prepares her for 
an examination, which is done by the house physician and includes: 

1. Abdominal palpation. 

2. Rectal examination. 

3. The taking of blood pressure. 

A complete preparation is given by the nurse, and consists of sponge 
bath, enema, vulvar shave, and scrub up. The patient is then taken to the 
labor room where she is kept under close supervision until delivery. Tem- 
perature, pulse, and respirations are taken, and a catheter specimen of 
urine is examined. Rectal examinations are done periodically, and the 
fetal heart is taken and recorded every half hour, and oftener when neces- 
sary. The house physician to whose service the patient is admitted is 
responsible to the resident, who in turn is responsible to the staff physi- 
cian, who again is responsible to the chief of staff for the welfare of 
this patient. 


Natal 

Our technique for delivery is as simple as possible. The dorsal posi- 
tion, with the patient’s legs held in stirrups, is routine. As regards 
anesthesia, chloroform is administered to all normal cases. Gas and 
oxygen anesthesia is also used. Gas and oxygen anesthesia combined 
with ether is given to all toxic cases and cesarean sections. 


Postnatal 

After delivery the patient remains in the delivery room for one hour 
or more, and is then taken to the ward. Her temperature, pulse, and 
respirations are recorded every four hours until she is discharged. If a 
temperature is above 100.6 the patient is put in a side room off the ward, 
and if the temperature persists longer than 24 hours, a transfusion is 
recommended and the patient is transferred to our isolation department. 
This isolation unit is one of the main features of this department. It is 
a complete unit of ten beds, consisting of delivery room, nursery, ward 
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with six cubicles, and four separate rooms with running water and toilet 
facilities. Here strict medical aseptic technique is carried out. 

As a prophylactic measure in the care of breasts, the infants are not 
put to nurse until lactation is established, the usual time being from two 
to three days. During this period the infants are artificially fed. If the 
patient’s postpartum period is normal, she is allowed to sit up on the tenth 
day, and may go home on the eleventh or twelfth day. Before discharge 
she is given another complete physical examination, and is instructed to 
report to our clinic in six weeks’ time. 

Care of Infant 

The public nurseries are under the direct supervision of a pediatrician. 

In caring for a newborn infant the following prophylactic measures are 
observed : 

1. Visitors are excluded from nurseries and from wards and private 
rooms while infants are nursing. 

2. Children under 14 years of age are excfuded from the hospital. 
Physicians wear gowns and masks while in nurseries. 

Nurses wear masks while caring for infants. 

Individual equipment is provided for all infants. 

Aseptic technique is carried out in nurseries. 

For the first bath shortly after delivery the following routine is 
observed: A warm water spray bath is given, using mild liquid soap 


ND Rw 


with an olive oil base; after this the child is anointed from crown to sole 
with unguentum hydrargyri ammoniati 5 per cent. On the sixth day the 
second bath is repeated but instead of using the 5 per cent unguentum, a 
2% per cent is used. During the intervals of these two baths, the baby is 
anointed every morning with olive oil. 

All babies are examined each morning, and if the slightest rash ap- 
pears the infant is isolated from the others; if the rash persists the infant 
is taken to the isolation ward. 

Infants are stripped and examined hy the house physician before dis- 
charge; identification tags are always left on. Each infant on discharge is 
referred to the Child Welfare Association of the city, who sends a nurse 
within 24 hours to instruct the mother and advise her to report to the 
nearest child welfare clinic, where the infant will be kept under observa- 
tion until one year old. 


Charges 
i eS. | eee re $2.50 per day 
ROONEY TOE. oon ie cece 2: 
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Semi-public patients pay............ $3.00 per day (small ward) 
Oe rr 
|. ae ere eee 50 

Semi-private patients pay...........$5.00 per day (2 or 3 per room) 
BRUOUUINY TOE. bcc ccvanexnexe 2.00 
Rr ais as desc deon'ss 1.00 

SE ee eee $6.00 or $8.00 per day 
Laboestery 160... 6s. scnsencess- BO 
Co eee 1.00 


No delivery fee is charged. 

For a cesarean section there is an operating room charge of $5.00 for 
a public patient, and a fee of $15.00 for a private patient. 

The civic government’s grant to the hospital is 35 cents per day for 
each public mother and child. The provincial government’s grant to the 
hospital is 35 cents per day for each public mother and child, making 
a total of 70 cents per day. In view of the fact that the operating cost per 
diem for public patients in this hospital is $4.59, this grant is inadequate. 





-0--———— 


Technical Bulletin 


A recently published brochure that contains much of interest is one 
prepared by the Puritan Compressed Gas Corporation of Kansas City. 
It contains much useful information in connection with the selection of 
oxygen gas for therapeutic purposes and in the care and handling of the 
cylinder containers. This pamphlet can be obtained by addressing the 
Puritan Compressed Gas Corporation, 201 Grand Avenue, Kansas City, 
Missouri. 
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HOSPITALS IN PERIODS OF ECONOMIC 
STRESS 


By W. W. Rawson 
Superintendent, Thomas D. Dee Memorial Hospital, Ogden, Utah 


AINTAINING the balance between economy and efficiency under the 
present economic stress covers a broad field indeed. While our 
problems of finance are similar in a general way, each hospital 
superintendent will have problems which are peculiar to his own institu- 
tion, 

It is undoubtedly true that there is a lack of uniformity in hospital 
accounting systems. Probably there are not two hospitals in this country 
whose bookkeeping systems are exactly alike. Some will have a detailed 
analysis of income and expense accounts, and others will have these 
accounts condensed into a few revenue accounts and a few expense ac- 
counts. There will be some differences that are due to the size of the 
hospital and others that will be due to the difference of opinions and 
methods of the bookkeepers and accountants who have the accounting 
records in charge. In preparing this paper I have recognized this fact 
and in order to minimize the effect of these mere bookkeeping differences, 
I have condensed the figures as much as possible. This should make it 
possible to compare your results with ours, if you desire to do so. 

There are some differences which might be reflected in the financial 
statements of hospitals which are more important than mere bookkeeping 
methods. In order to minimize or eliminate these differences and reduce 
our net results to a more comparable basis, the following facts should be 
mentioned : 

1. Our hospital is located at Ogden, Utah, a city of 45,000 inhabitants. 

2. We have a capacity of 185 beds. 

3. Our occupancy averaged 66.3 per cent for the first six montlis of 
1930 and 69.7 per cent for the first six months of 1931—3.4 per cent 
increase. 

4. The institution is owned by the church; the physical properties were 
contributed by the church and by private citizens. 

5. The institution receives no income for operation whatever from en- 
dowment funds or securities. 

6. The operating fund has for quite a number of years past been self- 
supporting ; from its own revenues it pays all operating expenses, including 
repairs and up-keep of buildings and replacement of equipment. 

7. The operating fund also purchases some large equipment out of the 
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proceeds, which purchases (if not replacements) are charged to fixed asset 
accounts. All small equipment, whether replacements or not, is charged 
to expense accounts. 

8. Depreciation on fixed properties is not charged off as an operating 
expense. 

9. The institution does voluntary charity work and also what we term 
“involuntary” charity work in the form of uncollectible accounts. These 
two items total about 7 per cent of our gross revenue. 

10. The institution’s accounts are audited quarterly by a firm of certi- 
fied public accountants; the figures which I am presenting herewith have 
been taken from their reports. 

In view of the severe depression in 1931, I am sure you will be inter- 
ested in a comparison of our operating statement for the first six months 
of 1930 and 1931. I am glad to show this comparison because it is favor- 
able—not by accident, but because of a predetermined effort to meet the 
situation. This comparative statement shows totals only. 


SUMMARY OF REVENUES AND EXPENSES 








1931 

1930 1931 DECREASE 
MORAL TOVONNC: |o os.53/hnd ce eeee meee cae $105,366.17 $103,234.45 2,131.72 
SROCRE <CHIMUISES 3 5 os oc een cone weeseeves 98,400.26 92,370.85 6,029.41 
WED SORE cob sa ies eevee shee eueeete 6,965.91 10,863.60 3,897.65 Inc. 
Number patient days. .........0..:0c0e- 22,190 23,349 1,159 = Ince. 
Revenue per patient per day............ 4.75 4.42 .33 Dec. 
Cost per patient per day. «<<. ccccseessee 4.44 3.96 48 Dec. 
Net profit per patient per day........... 31 46 AS Ine. 


It will be noted that our revenues decreased $2,131.72. At the begin- 
ning of 1931 it was almost a foregone conclusion that revenues would 
decrease, and this conclusion became more emphatic as time went on. We 
therefore proceeded to reduce our expenses wherever possible. Our anti- 
cipated reduction in expenses was reflected in our budget, which I shall 
explain later. Our actual reduction in expenses is shown in the above 
statement, total $6,029.41. Since the decrease in expenses was more than 
our decreases in revenues, the final net profit was more during the first 
six months of 1931 than for the same period in 1930, the profit being 
$10,863.60 in 1931 as compared with only $6,965.91 in 1930. 

The above statement also shows the net results for these two periods in 
terms of patient-day. In other words, the revenue is reduced to the average 
amount received from each patient for each day in the hospital. Likewise, 
the expenses are reduced to the cost of keeping one patient in the hospital 
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one day. These figures show that the revenues per patient per day were 
considerably less in 1931 but the decrease in cost per patient per day was 
more than enough to offset, so that the net result was an increase in profit 
in the amount of 15 cents per patient per day. 

The following figures will show in terms of dollars and cents the amount 
in which the net profit was affected by (1) decrease in expenses; (2) de- 
crease in revenue per patient per day, and (3) increase in number of 
patients. 


Net proht frst six months OF POS)... 5. ccs cee ccs esse eens $10,863.60: 
Net pront ticst six months Of 1980. o.oo ccc cee ce wee ceed ees 6,965.91 


Ov shear ena CVT ooh LS 5 | ah a cc $3,897.69 


ACCOUNTED FOR AS FOLLOWS: 


Expenses reduced—increasing net profit— 








7 Ota! operating expenses 1930)... cee shines cco ses nees 98,400.26 

DBtAl Opera rExPenses LOS L «cisiso.0s-6 cs bed ce ise eo ¥isle oO 92,370.85 
(a) Difference, increasing net profit................. $6,029.41 

Revenue reduced—decreasing net profit— 

Revenue per patient TOGO... .6 ccc de cee cas $4.75 per day 

Revenue per patient 1931. ... 0666.6 eee e wees 4.42 per day 
Deftevence per patichit. «<2... oe sivcccecws 328 
(b) 1930 day patients 22,190 times .328 equals $7,278.32 

Pationtedars in OS). gece c chu ck od ese sod 

Patient days: tt W9G0:.......cccasicotesves sealed 
Difference—increase ..............+. 1,159 patient days 


(c) Increase 1,159 patient days times 4.422 per day or 
the 1931 rate per day—equals, or in other words 


MIBROASES HEE NNCOMEC. ccc iicoicc0.c oe korind wees’ $5,146.60 
Diet “POUUCHON 4 FOVERUE c65k 60% Fe esis eas on wes eoeen $2,131.72 
Net increase in revenues, as state above.............. $3,897.69 


In other words, this statement shows that our reduction in prices was 
the largest single factor in reducing net profits. Some of this reduction 
in prices, or revenue per patient per day, was due to the fact that a larger 
proportion of patients used the lower priced rooms and wards. This is, 
of course, to be expected in times of economic depression. Some of the 
decrease was due to a deliberate reduction of prices on our part, which I 
shall explain later. The point to emphasize here is that due to prices alone 
our revenue was decreased $7,278.32 in the six months’ period in 1931. 

The decrease due to prices was largely offset, however, by an increase 
in the number of patients. We had an increase in the number of patient 
days totaling 1,159, which at the 1930 revenue rate per day produced 
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$5,146.60 additional revenue during the six months’ period in 1931 as 
compared with the same period in 1930. In other words, our decrease in 
prices was largely offset by an increase in volume. 


I shall now explain briefly what we have done to increase the number 
of patients who have entered our hospital. As explained above, our prices 
have been greatly reduced, which has caused a large decrease in revenues. 
This decrease in prices has attracted more patients, but the increase in 
the number of patient days as stated above may be slightly misleading 
because had it not been for the lower rate there would undoubtedly have 
been a large decrease in patients; the increase shown above is based on 
the average patierit days in the same period in 1930. 

Our decrease in price has applied only to two particular items, viz., 
maternity patients and tonsil operations. Room rates, operating room 
fees, laboratory fees, x-ray fees, drugs, and all other charges have re- 
mained unchanged. We have used the “special sale” idea in connection 
with these two items only. 


Ordinarily we charged an obstetrical fee of $15 plus the per diem rate of 
the room. During 1931 we have eliminated the $15 fee and charged only 
the price of the room for a minimum of ten days. If the patient stays 
more than ten days the charge is increased by the amount of the room 
rent. This elimination of the obstetrical fee does not apply, however, 
unless the patient pays cash in advance, i.e., upon entrance to the hospital. 
As a result of this, only a very few have not paid cash, and this has 
helped our cash position very materially. During the first six months of 
1930, 66 per cent of all the babies born in Ogden were born in the Dee 
Hospital. For the same period in 1931 this percentage was raised to 77 
per cent, an increase of 11 per cent. 


All tonsillectomy patients are required to stay in the hospital at least 
one day. Previously the total hospital charges, including the room for 
one day, averaged about $13.50. At the beginning of 1931 we made a 
special rate of $10.50 for all tonsillectomy cases, including a room for one 
day. Our tonsillectomy cases increased about 20 per cent during the 
first six months of 1931. This special fee, also, does not apply unless cash 
is paid in advance. 

We have not changed our x-ray fees, but we have made a special appeal 
to our staff to bring their x-ray patients to the hospital and as a result our 
fees increased more than $1000 during the first six months of 1931 
and this increase in revenue has come with very little increase in expense. 
We have appealed to the loyalty of our staff, also, along with the reduction 
in charges for tonsil cases and many of the staff members have brought 
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patients to the hospital instead of performing the operation at their down- 
town offices. 

Turning to the problem of reducing expenses, the following is a budget 
of our revenues and expenses for the year 1931 showing the estimated and 
actual revenues and the appropriations and actual expenses. The budget 
figures are for the twelve months’ period and the actual are for the six 
months’ period. I cannot over-emphasize the importance of the budget 
system because it is the only practical means of controlling expenditures. 











Per Cent 
Uncollected Uncollected 
12 Months 6 Months or Per Cent 
Estimated Actual Unexpended Unexpended 
REVENUES: 
FEO OII TENS. 5064-51 ces levees ge 0's $115,000.00 $64,734.90 $50,265.10 43.7% 
Operating room fees......... 24,200.00 12,638.00 11,562.00 47.7 
IGADGEALOLY SECES. 65 66:sty 010s s00:0 8,200.00 4,586.00 3,614.00 47.7 
PGEECREHES oo. a vsuise cee 8,000.00 5,048.50 2,951.50 36.9 
PETAGAEES (a!5\sssiarsrcterieie! Ccerostare 9,300.00 5,028.50 4,271.50 46.0 
lini Mees © 605 6isis was esos e's 3,400.00 1,450.00 1,950.00 57.0 
Special therapy fees.......... 3,000.00 1,619.50 1,380.50 46.0 
Pharmacy and sundry sales... 7,000.00 3,925.82 3,074.18 43.9 
Special nurses’ board......... 6,000.00 3,521.00 2,479.00 = 41.3 
Purchase discounts and sundry 1,500.00 682.23 817.77. 54.5 
Potal PEVERUCS «...ic cscs s ss $185,600.00 $103,234.45 $82,365.55 44.4 
EXPENSES: 
Administrative and office..... 14,000.00 6,959.87 7,040.13 50.3 
Maintenance building and 
BiOUNGS  -Ssccn ati iesiestcces 9,200.00 3,952.56 5,247.44 57.0 
Charity and uncollectible..... 16,000.00 7,298.75 8,701.25 54.4 
Kitchen and dining room..... 48,500.00 23,165.04 25,334.96 52.2 
Medical, surgical, and nursing.. 40,100.00 20,203.29 19,896.71 49.6 
Nurses’ training school....... 10,400.00 6,103.86 4,296.14 41.3 
Mechanical department ...... 9,800.00 5,014.09 4,785.91 51.2 
BO AEAEY oo are sais ie bree sais wees 4,800.00 2,572.95 2,227.05 46.4 
MONDIR 5s Sicacees eels a ask ersten gees 2,100.00 1,187.19 912.81 43.4 
PRORSRNOIG 2 2655c ta ebaN esate tee 9,200.00 4,991.48 4,208.52 45.7 
Laboratory expense ......... 7,000.00 3,514.89 3,485.11 49.6 
DuHPAy NORPCHSES, scared s<s's8s's 5,300.00 2,785.28 2,614.72 49.3 
Out-patient department .:... 1,500.00 1,032.43 467.57 31.0 
Pharmacy ...............-+-- 7,000.00 3,589.17 3,410.83 — 48.7 
DOA ESDCNSES 456005406088 $184,900.00 $92,370.85 $92,529.15 50.1 
Operating profit. .......00 700.00 10,863.60 


In preparing the budget of expenditures, the items shown above were 
made up of quite a number of smaller items; likewise the actual. expenses 
are analyzed according to the budget appropriations. The budget is pre- 
pared in cooperation with the heads of departments, and each month during 
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the year the status of the budget is discussed with them. The discussion 
with department heads is, of course, limited to his or her own department. 


It will be noted that our budget statement shows that estimated revenues 
and estimated expenses are approximately equal. Ordinarily our operating 
fund shows a profit, but for the purpose of our 1931 budget we did not 
anticipate any gains. 

Some items of expense at June 30, 1931 are more and some less than 
50 per cent of the appropriations; the total shows that we are just barely 
within the limits set by the budget. As to revenues, we have collected 
more than 50 per cent of the estimates and this accounts for the fact that 
we show a substantial profit at the end of the six months’ period. We 
have heretofore explained how we have stimulated an increase in revenues. 
I can heartily recommend the budget system to hospital superintendents 
as a means of balancing expenditures with income, and thus avoiding an 
operating deficit. By the use of the budget and by consulting frequently 
with the heads of departments as to their needs it is possible to balance 
efficiency with economy. 





+o 


Hospitals and Charity Cases 


“The hospital does much charity work. This year the number of 
charity cases has been far in excess of any previous years. Yet at the 
same time the collections from paying patients have been only 45 per cent 
of what they have generally been. Still, with decreased revenue from 
those taken care of, and more free cases to be taken care of with the 
decreased amount of money, the bills incurred by the hospital must never- 
theless be paid. It is obvious that this cannot be done without aid. The 
hospital should not be compelled to bear the cost of doing the community’s 
medical charity; that is the responsibility of the community. 

“It would be different if the hospital were a profit-making institution, 
hut it is not. All revenue above actual expenses goes back into the plant 
for equipment and service. This year, however, with added charity and 
less money received, it is doubtful that any such revenue will remain. 

“Regardless of conditions, the hospital must extend aid at any moment. 
Day or night, it must stand open to receive cases. It cannot refuse its 
facilities while it investigates possibility of payment. It is the community 
health agency, always available for all persons. If the community wants 
this institution and its protection to continue, it should see that it is not 
forced to take care of the community’s charity.”—Alamosa, Colo. Courier. 
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THE DECEMBER MEETING OF THE 
BOARD OF TRUSTEES 


TIME AND PLACE OF THE 1932 CONVENTION 


The Board of Trustees met at Association headquarters on December 7. 
They decided upon Detroit, Michigan as the convention city and the dates 
as September 12-16, 1932, inclusive. The Detroit meeting promises to be 
one of the most successful in the Association’s history. Plans for this 
convention contemplate a program of great practical value. Both the com- 
mercial and the educational exhibits will be complete. Transportation and 
hotel arrangements are probably the best that we have enjoyed in recent 
years. 

CONTRIBUTION TO THE COMMITTEE ON THE GRADING OF 
NURSING SCHOOLS 


In 1927 the American Hospital Association initiated an annual con- 
tribution to the work of the Committee on the Grading of Nursing Schools, 
with the understanding that the committee’s program would be accom- 
plished in five years. The Association has made the following annual con- 
tributions to the work of the committee: In 1927, $500; 1928, $1,000; 
1929, $1,000; 1930, $1,000; 1931, $500, making a total of $4,000 during 
the five-year period. In view of the fact that the five-year period had 
terminated in 1931 and that the present financial situation was a very dif- 
ficult one, the board felt that the appropriation for the Grading School 
Committee should be discontinued this year. 


THE HOSPITAL LIBRARY AND SERVICE BUREAU 


At the meeting of the Library Committee held on October 26 the budget 
for the Library for 1932 was carefully gone into. The American Hospital 
Association took over the operation of the Hospital Library on July 1, 
1929, and appropriated and spent for its operation for the remaining six 
months of that year $4,500; for the fiscal year ending December 31, 1930 
the Association appropriated and spent $11,780 and for the fiscal year 
ending December 31, 1931 the Association appropriated and spent $9,000, 
making a total expenditure for the operation. of the Library for the two 
and one-half year period, since July 1, 1929, of $25,280. 

At the time the Conference on Hospital Service turned the Library 
over to the American Hospital Association there was a definite commit- 
ment that the Conference would use every effort to secure financial sup- 
port for the operation of the Library from outside sources to supplement 
the appropriation which the American Hospital Association would make 
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for its operation. During the two and one-half year period no funds for 
the operation of the Library were received other than those appropriated 
and spent from the operating income of the Association. The work of the 
Library during this period had been marked by efficiency and by a wide 
distribution of its service. The work that it has been able to do has been 
particularly valuable to the hospital field, as well as others interested in 
hospital work, as indicated by the requests from over five thousand differ- 
ent sources for its service during this period. 

The estimated income of the American Hospital Association for the year 
1932, together with the addition of a definitely fixed charge for the reduc- 
tion of the mortgage on the hospital property, was considered by the 
Library Committee and the committee decided that in order to square the 
budget for the operation of the Library with the income of the Association 
there would have to be a marked reduction in the operating budget for 
the Library for this year. The Library Committee recommended to the 
Board of Trustees that the services of the director of the Library be dis- 
continued and that the supervision of the Library be turned over to the 
Executive Secretary of the Association. The Library Committee felt that 
with the personnel consisting of the librarian and her assistants, the ser- 
vices which the Library has given the hospital field could continue without 
interruption and as extensively and as efficiently as heretofore. The Board 
of Trustees, acting upon the recommendation of the Library Committee, 
discontinued the services of the director of the Library effective at the 
close of business, December 31, 1931. 

The Board of Trustees is particularly appreciative of the services which 
Miss Charlotte Janes Garrison has given to the Library and to the hospital 
field for the period of more than two years during which she has been 
director of the Hospital Library. During this time the service has been 
developed and extended to its present efficiency. ‘The work that she has 
done has been of more than ordinary value and it is to be regretted that the 
resources of the Association and the lack of financial support from sources 
outside of the Association make necessary the reduction in the Library 
personnel. The distribution of package libraries and all other service 
functions of the Library will continue uninterruptedly under the new 
arrangement. 

CHILDREN’S HOSPITAL ASSOCIATION BECOMES A SECTION OF THE 
AMERICAN HOSPITAL ASSOCIATION 

The Board of Trustees approved a request from the Children’s Hos- 
pital Association of America to become a section of the American Hospital 
Association. A separate session will be assigned to the Children’s Hos- 
pital Section at the Detroit and all future conventions. 
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THE AMERICAN HOSPITAL ASSOCIATION AND THE HOSPITALIZATION 
OF VETERANS 


The Board of Trustees, in consideration of the resolutions adopted for 
the hospitalization of veterans requesting specifically that the Veterans’ 
Bureau utilize the facilities afforded by the civilian hospitals for the care 
of our veteran soldier sick instead of building new hospitals, authorized 
the appointment of a committee, consisting of Mr. Paul H. Fesler, chair- 
man, Dr. N. W. Faxon, and Colonel Hugh F. Scott as members, to co- 
operate with the American Legion, the Veterans’ Bureau, and others 
interested in developing a program for the more extended use of civilian 
hospitals for this purpose. President Fesler was authorized to go to 
Washington and consult with the officials of the American Legion and 
with the director of the Veterans’ Bureau in an effort to agree upon a 
program that would place in effect the purposes of the resolutions as 
adopted. Five thousand hospitals throughout the United States are being 
advised of the action of the Board of Trustees, incorporating the copies of 
the resolution and a questionnaire asking for information as to the number 
of beds available in their institutions for the care of the sick veterans. 
The Board of Trustees feels that the care of the veterans in our civilian 
hospitals will be as economical, as efficient, and as satisfactory as the care 
now being given under the present program of the Veterans’ Bureau. 


MEETING OF THE STATE PRESIDENTS 


The trustees have arranged to invite the presidents of the state and 
regional hospital associations of the United States and the Dominion of 
Canada to meet with them at the time of the annual Conference on Medical 
Education of the American Medical Association, to be held in Chicago 
February 15, 16, and 17. It is planned to have a dinner for the presidents 
on Monday, the 15th, and luncheon meetings and conferences during the 
remainder of their stay. It is the hope of the Board of Trustees that by 
means of a conference with the representatives of the hospitals from the 
different states and provinces, effective measures for the benefit of the 
hospitals of North America can be instituted and constructive programs 
developed for their benefit. 
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THE BURDENS OF AUTOMOBILE AND 
INDUSTRIAL ACCIDENTS ON SMALL 
HOSPITALS IN CANADA 


By R. B. Morey 


General Manager, Industrial Accident Prevention Associations, Toronto 


WORKMEN’S COMPENSATION 


E HAVE in Ontario a Workmen’s Compensation Board that has 

been functioning since the first of January, 1915, and which has 

served as a model for all compensation laws throughout Canada. 
Some of you may have been in contact from time to time with the work 
of our compensation board, yet it does seem necessary to remind you that 
we have a most generous law and one which gives the injured worker and 
his dependents a fair deal. 

Under our act, medical aid and hospital services are unlimited. An 
injury which lays an employee off for 7 days or more entitles him to 
two-thirds of his average earnings up to a maximum of $2000 a year. 
Generous allowances are made for widows and children and, following 
serious accidents, such as, for example, the loss of a hand, the injured 
worker is entitled to a pension for life—not 100 weeks, 200 weeks, or 
400 weeks, as in many of the jurisdictions to the south of the line. Our 
Ontario fund is a monopolistic state fund and money to pay the awards for 
injuries to employees and to pay for medical aid is collected by the Work- 
men’s Compensation Board from the employers. Rates of assessment 
vary from 15 cents to $10 per $100 of payroll. 

Our Compensation Act authorizes the payment to the injured worker 
for an industrial accident when this lays him off for 7 days or more 
and authorizes the payment of the necessary medical aid and_ hospital 
services regardless of the length of time laid off, whether this be 1 day or 
an unlimited number of years. .I recall one case of a permanent total 
disability where the injured man has been in the hospital for years and 
the money to pay the costs is being met year by year by the Workmen’s 
Compensation Board. 


INDUSTRIAL ACCIDENTS 


All methods of safety work that reduce the number of accidents will 
be of interest to you and our Ontario Workmen’s Compensation Act au- 
thorizes the formation of accident prevention associations and makes grants 
for the maintenance of those organizations. Under this section of the 
act, most of the classes of industry have set up accident prevention asso- 
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ciations and are carrying on practical work in the industries involved. The 
Industrial Accident Prevention Association is a federation of a number 
of class associations and, at the present time, we operate in slightly more 
than 9000 industries throughout the province. 

“BURDENS” ? 

Is your understanding of the phrase “industrial accidents” and that of 
the Workmen’s Compensation Board the same? The compensation board, 
of necessity, is hedged about by the Workmen’s Compensation Act. There 
are certain types of industry that are specifically excluded from the opera- 
tions of the act. There are certain cases of injury that are not the result 
of an accident and may not come within the scope of the Workmen’s 
Compensation Act, but it is a fact that medical aid and hospital costs have 
been mounting steadily year by year, according to the Report of the Work- 
men’s Compensation Board. 

To suggest that accidents of any kind throw a burden on_ hospitals 
large or small is to force one to go back in the problem. Let us consider 
why hospitals originated in the first place. Were they developed for 
service, or for gain? Financially, is it the intention to break even, to set up 
reserves, or to deal with the financial situation on some other basis? If 
hospitals were developed for service, no burden in the ordinary and ac- 
cepted sense of the word can be thrown on them. Hospitals cannot 
consider their day by day work a burden any more than any of the rest of 
us can consider what we have to do day in and day out a burden. Is it per- 
haps more fair to consider the word burden in the light used in connec- 
tion with shipping? We hear of a ship being 500 tons burden or 5000 
tons burden and my query is, “Are not some of these accidents a load 
that hospitals must carry as a public service?” If I were taking a text for 
today it would be “A certain Samaritan had compassion on him and went 
to him and bound up his wounds and brought him to an inn and took 
care of him.” 

Is the work done by hospitals for students a burden? Does the average 
pay-patient pay his or her way? Are the amounts received from the 
municipalities and provincial or state governments sufficient to pay the 
costs of the average non-pay patient? These, of necessity, are questions 
for hospital managements to answer. 

PROBLEM PURELY FINANCIAL 

Your problem, on the subject under discussion, is purely a financial 
one. Under our Hospital Act in Ontario, municipalities are liable to the 
hospital for payment of charges for treatment at a rate not exceeding 
$1.75 per day, and, in addition, the province pays to the hospital 60 cents 
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per day for each indigent person. Under the Hospital Act, hospitals re- 
ceiving provincial aid are compelled to admit persons for treatment, and 
it would seem that sound economic principles must be embroidered on 
your hospital system. Those of you who are directing hospital work must 
be the ones to deal with the problem. Mr. S. G. Davidson, superintendent 
of the Butterworth Hospital at Grand Rapids, speaking at Battle Creek, 
Michigan, in 1929, said, “If the responsible people who are carrying the 
burden, namely, doctors, hospital trustees, and hospital contributors, would 
rise up in protest, some relief would be immediately forthcoming.” 


MOST PEOPLE NOT INJURED 


Most people are not hurt. Of those who are injured, some are attended 
to in private homes and some go to hospitals. Of those who go to hos- 
pitals, there are some who pay for private wards, and others who pay for 
semi-private wards, or who pay for their care in the public wards. Of 
those who do not pay, there are in Ontario two types, that is, (1) those 
who are taken care of by the municipality from which they come and by 
the province of Ontario contributing $1.75 per day and 60 cents per day 
respectively, and (2) those who come from outside of the province or 
from unorganized sections of the province who do not pay and from whom 
nothing can be collected. It is this latter type that seems to be causing all 
of the trouble and presumably this must be a comparatively small number. 
If this be a fact, I recommend to you that the hospitals get together, make 
some kind of calculation as to the probable amount of the annual loss, and 
budget for that loss, if you choose to call it such. There was a suggestion 
advanced in the Ross Report published last year that hospitals should have 
a prior lien on any monies recovered in the way of damages either from 
insurance companies or otherwise, but this seems hardly reasonable or 
fair to the community as a whole, since the hospital has the ordinary 
recourse through the courts of law. 

I say to you that looking for relief, year by year, and worrying about a 
problem that is apparently going to be yours for all time is fundamentally 
wrong and distracts your attention from other forms of activity. If some- 
thing is to be accomplished, it can only be done satisfactorily by hospital 
authorities. I leave the problem with you, assuring you that it is only 
hard work that will produce what you want in the way of results and I 
remind you that you do not get something for nothing; money cannot be 
picked out of the thin air. 
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THE VALUE OF ROTATING AND 
STRAIGHT INTERNSHIPS FROM THE 
STANDPOINT OF THE INTERN 


By Vernon D. E. Situ, M.A., M.D. 


Minneapolis General Hospital, Minneapolis 


N INTERN has been variously defined as “an ambitious young fellow 
full of theory but with very little practical sense,” ““He’s just one 
of those necessary evils we have to put up with,” “He’s a conceited 

young doctor who thinks he knows it all and knows very little,” and 
lastly, ‘““He’s the goat that does all the dirty work no one else wants to do.’ 


> 


A rotating internship is generally construed to mean one in which 
the services are so arranged that the intern will have a longer or shorter 
rotating service in each of the various branches of the whole field of 
general medicine, while a straight internship usually means that the whole 
year is spent in only one of the fields of general medicine, such as 
surgery, pediatrics, obstetrics and gynecology, or internal medicine, etc. 

The first question that arises is, Is an internship of either type of value 
to the new graduate in medicine? The answer is practically unanimously, 
yes. The experience of our older men in medicine, and the experience of 
those who were so unfortunate as to start out without this training, whether 
through choice or circumstance, has led us to this conclusion. That this 
opinion does prevail nearly unanimously is evidenced by the very high 
proportion of medical graduates who enter hospitals each year for this 
training. Most students feel that it is a privilege to practice a year under 
the protection and guidance of the hospital. Also several states require 
an internship by law for license to practice. 

The further question arises, which type of internship—straight service 
or rotating service—is the most valuable and why, as far as the new medical 
graduate is concerned? The answer will vary in different parts of the 
country and with various schools and men. I shall attempt to dt forth 
some of the virtues of the two types of service as I have been able to learn 
them directly or through my intern friends around the country. 

The majority of interns of today and yesterday with whom I have 
made contact feel that a rotating service, if only one year can be spent in 
hospitalization, is to be preferred for several reasons. 

First, most men feel that a rotating internship is nothing more or less 
than the completion of a general medical training, and, what is more, 
that it is its most important year. It is the real opportunity for a 
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man who has had four years of formal instruction in medicine to see for 
himself at first hand a great variety of disease conditions in all the fields 
of general medicine, to follow these through their course, to treat them 
under supervision, and, in those cases that come to lethal exitus, to make 
the postmortem examination. It is the practical application of knowledge 
gained in formal education. The rotating service for clinicai medicine cor- 
responds to the laboratory work of science. No one would think of study- 
ing chemistry without doing the laboratory work. Many interns argue 
that you should no more substitute straight for rotating service during 
your fifth medical year than you should substitute the study of one field 
of medicine, such as pediatrics, for your senior year of general medicine 
while in the medical school. Interns are full of theory, knowledge, and 
facts, but surely we may agree that they have very little clinical judgment. 
Judgment comes only from experience. One’s general medical knowledge 
does one little good unless it is tempered by the judgment absorbed in 
part during a year of rotating service. 

It is usually conceded that if a man is going out into general practice 
and has but one year to intern, it is wiser to spend that year taking rotat- 
ing service. Most interns of yesterday admit that they learned more 
general medicine during their rotating service than they did the whole four 
years they were in school. They say that they would have hated to start 
out in general practice knowing only one field well, and the rest of the 
clinical fields in usual senior “medic” fashion. A friend of mine who is a 
very good man took one year of internal medicine and then was eco- 
nomically forced into general practice in a small town. His first month 
out he had a patient suffering from a contagious disease. He didn’t know 
that the patient’s house should have been placed under quarantine be- 
cause he’d had no contagion experience. A member of one of the cults 
practicing in the same town insisted that the house be placed under quar- 
antine. The whole town learned of the affair. It did the young M.D. 
little good when the state board of health placed a placard on the front 
doorstep of the patient’s home. And that brings up the economic—or had 
I better say “depression”—side of the question. To illustrate what I mean, 
let me cite the case of a very good friend of mine who is going out to do 
general practice in three months. A year ago he wanted to take a skin 
internship—straight service—and follow it by a skin fellowship. He was 
forced to take a rotating service for one year because his dean would 
not give him credit toward his M.D. if he took the skin internship. At 
that time his financial circumstances were very good. About three months 
ago his home town bank went down and under. His financial condition is 
going to force him to start out at once, although he intends to come back 
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and specialize later. Just today he remarked to me, “What a fix I would 
have been in if I had had to start out with one year of skin. No good 
as a specialist, and worse as a general practitioner.” There can be little 
doubt but that one’s immediate economic value is greater after a year of 
rotating service than after a year of straight service. And one never 
knows when one is going to have to start earning a living. 

We constantly hear about “the art of medicine,” “the bedside manner,” 
and all that. Most interns like the fact that in rotating service they get a 
chance to associate closely with many of the leading men, to watch. their 
manner, their approach, to see how they handle their patients, to figure 
out why one man is so successful in the art and another so mediocre. We 
as a group feel that too little stress is laid on this side of medicine. 

Few practitioners of medicine are going to pass through life without 
having to officiate at some time or other in an emergency case. Last Au- 
gust one of my classmates enthusiastically announced that he would not 
give up his emergency receiving service for any in the hospital. He went 
on to teil how he had been called out on the ambulance to the scene of a 
bad auto accident. When he arrived at the site, a nearby physician who 
had been summoned was running back and forth, as confused as the 
spectators. Two days later the physician appeared at the hospital and 
apologized to the intern for some of the things he had done and said at 
the time of their first meeting. 

When I think back on my freshman days and count the number of men 
who said they were going to be surgeons, it makes me want to change 
my plans for the future. But a goodly proportion of these same fresh- 
men have changed their minds, and many of them have done so only 
after their rotating service year. After they had had a brief actual ac- 
quaintance with the various fields of medicine, they found that pediatrics, 
or probably obstetrics, was much more to their liking. 

A great many interns feel that a man should take a rotating service 
for one year even if he is going to specialize at once in surgery or medicine, 
or even in such fields as skin, or eye, ear, nose, and throat. The interns 
in this group feel that there are no sharply defined groups of diseases or 
specialties. The surgeon needs a first hand knowledge of internal medicine 
because a pain in the right upper quadrant might be due to gall stones 
or a coronary thrombosis. And it is a little embarrassing to find a normal 
gall bladder at. the postmortem. A pregnant woman is just as susceptible 
to internal medicine diseases as a non-gravid one. In fact many cardiac 
and kidney diseases first show their symptoms during pregnancy. And 
likewise, in the course of any disease a contagious disease may develop, 
and vice versa. Also the general medicine laboratory procedures learned 
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in rotating services aid one, whether in general or specialty practice. The 
only reason we specialize today is because through a division of the field 
of general medicine, men can acquire more skillful technique and a deeper 
knowledge of a small field. But this small field is never an isolated one, 
and is always bounded by the other branches of medicine. And _ thus, 
without a rotating service at first, one cannot properly appreciate the inter- 
relation between the various fields of general medicine. What is more, 
on a rotating service the intern learns what can be accomplished in the 
rarious fields of medicine. Thus later as a specialist that intern will 
have a little insight into the other specialties, and will know better the in- 
dications, and when to refer his patients to other specialists. 

3ut there is of course the other side of the question—the straight 
service. A number of the general points mentioned so far apply in part 
to show the value of straight internships. Some of my classmates who 
are on a straight service, as I am, feel that by spending a longer time in a 
restricted field, they surely should know much more about their branch of 
medicine than the intern who spends an equal length of time in cover- 
ing several large fields. Some embryo “medics” say that they would 
prefer to know one field well rather than several poorly. They argue 
that the real satisfaction both to themselves and their patients of knowing 
well what they are practicing is worth a great deal. One straight service 
intern said that he felt he was “getting a real foundation in one field, in- 
stead of a smattering of everything, and little of anything.” A rotating 
service doctor answered him by saying, ‘““You admit one should have the 
proper foundation in general medicine. Therefore the answer to the ques- 
tion is, not straight service internships in place of rotating internships, but 


‘ 


” 


longer internships.” 

That the tendency toward specialization is going to continue is current 
talk among interns. And thus many of them advocate that as long as one 
is going to specialize, why not start early and save a year, because medical 
who plan on 


’ 


education is long enough as it is. Many senior “medics’ 
taking more than one year of hospitalization go into straight service at 
once in the field they have chosen. They argue that by being around 
the hospital several years, they will see enough of the other fields of 
medicine to give them the proper general medicine correlation they desire. 
Some interns answer this by saying that the straight service intern may 
save time in the preparation for his specialty, but that they feel that from 
a rational point of view a broader general medicine foundation is more 
advisable for the specialists, rather than to run the danger of premature 
specialization. 

Many men who plan to take one specialty will take a straight service 
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in a closely allied field that they feel will be most valuable to them in 
their respective specialty. For example, men planning on surgical careers 
will spend a straight year in internal medicine, etc. These interns feel 
that such a straight service will directly aid them more in their specialty 
than would a year of rotating service. Why spend any time in obstetrics, 
the neophyte surgeon asks, when the same time spent in internal medicine 
will be of more evident value to me later on? 


It is true that it takes a very long time to get a medical education today. 
Yet I believe that even those graduating senior “medics” who have already 
decided on their respective specialties should spend a year on a general 
rotating internship before they embark in the field of their choice. While 
both rotating and straight services are of immeasurable value, the rotat- 
ing internship seems to me the one of choice for most graduates—the 
man who can spend several years as well as the man who can spend but 
one year in hospitalization. 
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SHALL HOSPITALS BE EXEMPT FROM 
THE PROPOSED EIGHT-HOUR 
DAY LAW? 


By J. G. CRowNHART 
Secretary, Wisconsin Hospital Association and State Medical Society 
of Wisconsin, Madison 
ONNECTED WITH THE SUBJECT Of unemployment and charged with 
the duty presently to bring before the special session this fall a 
bill designed to check its advances, this committee is considering 
a bill to provide that all employers shall institute an eight-hour day or 
pay a substantial additional amount for overtime. 

Sympathetic with the aims of your committee, I present the peculiar 
problems that this offers as it concerns the private hospitals of the state. 
And by the term “private hospital” I refer to all that are not owned 
by the state, a county, or political subdivision. 

Those who care for the sick and injured have entered upon an un- 
usual occupation. There are no economic laws governing demand for 
their services. The physician, nurse, or hospital may encounter a peak 
load, not for a month, a season, or a year, but today, and be faced with it 
within a matter of less than an hour. Care of the sick requires a trained 
personnel and team work to the highest degree. No emergency makes 
such demands as the emergencies that arise from illness. “Overtime” to 
meet such public needs is one of the professional obligations of any person 
or institution that treats the sick. 

A hospital is a distinct community asset and yet of the 125 private 
hospitals of this state I know of but two or three which maintain them- 
selves on income. They are but the outstanding exceptions that prove 
the rule that hospitals are universally dependent for their very existence 
upon donations or endowments from the charitably inclined of the com- 
munity. In times of economic pressure such as we now face, this in- 
come from charity decreases and at the same time the charitable work 
that the hospital is called upon to meet increases. 

The costs of illness concern not only the Wisconsin Hospital Associa- 
tion but the State Medical Society, the state organization of nurses, and 
all who are interested to the end that the best that scientific medicine has 
to offer be available to all, regardless of station in life, at a cost that is 
within their ability to meet. And to all of us who are seeking constantly 
to improve the availability of service it is impressed upon us at the outset 


1 Address before the Interim Committee on. Unemployment created by the 1931 Wisconsin 
Legislature, at Madison, October 13, 1931. 
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that the costs of illness so frequently fall at a time when people are least 
able to pay. Thus the wage earner who becomes ill not only loses his 
income but is at the same time confronted with the added costs of illness. 

The hospitals of this state, gentlemen, are not concerned with your 
legislative proposals in the sense of proprietary owners. Their only hold- 
ings may be said to be those of a public responsibility. Their dividends are 
in terms of service. Their stockholders are the people of the community. 
Their only concern here is that you fully appreciate what harm might 
result from this legislation. 

At no little expense it has been my privilege to have made a survey of 
the hospital facilities of this state with particular reference to the finan- 
cial conditions and employment situation. The 125 private hospitals have 
a capacity of 10,714 beds and bassinettes. The average occupancy appears 
to be in the neighborhood of 62 per cent and it appears that from 18 to 
25 per cent of that occupancy is charity work. 

I venture the prediction that if the economic pressure continues the hos- 
pitals will have a falling percentage of occupancy—not from the poor but 
from that class of people who ordinarily would think nothing of going 
to the hospital when ill, but with the present psychology are under the 
impression that perhaps they would do well to stay at home. Recent con- 
versations with relatives of the ill among what one might term fairly well- 
to-do people convince me that this is taking place every day. Thus will the 
hospitals gradually lose other revenue that normally helps to support the 
institution as a whole. 

While our survey shows notable exceptions, perhaps it will be the 
small and medium-sized hospitals that will be hardest hit. Yet they are 
located in communities where they stand alone and where as a community 
asset their services are without price or value. 

It has been suggested that instead of increasing costs, an eight-hour day 
law applied to hospitals as well as to industry would only result in reducing 
the present wage level and affording additional occupation to presently 
unemployed. It is to be remembered, however, that the peak load of the 
hospital comes at intervals that have no regularity. Even one automobile 
accident case can detain the operating room team, kitchen, and maid 
service as well as the scrub woman. Extra help cannot be employed where 
there is no regularity in need nor can trained help be secured on short 
notice. 

Hospitals have no efficient means or set-up for figuring overtime except 
that in a general way they make an effort to pay back overtime service 
today with extra time off (always subject to call) when the load is lighter. 
Again, I think this committee will find that the wages of hospital attend- 
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ants and untrained help are not far above the minimum wage standards 
and that any reduction in wages of sufficient consequence to enable em- 
ployment of additional help without increased expense will work a severe 
hardship on present employees. 

When we consider the eight-hour day proposals as they would affect 
nurses we are at once struck with a peculiar situation that would exist. 
Inasmuch as employers of three or less would be exempted, we would 
exempt the private duty nurse whose usual tour of duty is at least twelve 
and generally twenty hours. Thus a private surgical case might employ 
a twenty-hour nurse and yet the hospital in which she worked could only 
employ a nurse for eight hours without paying overtime. 

It is true, I am convinced, that hospitals have long been working toward 
an eight-hour basis. That they have special and unique problems is at- 
tested by exemptions from other legislation presently in force. I am con- 
vinced that again this is an instance where consideration of the peculiar 
problems of the hospitals warrants an exemption from any law you may 
propose limiting hours of labor as a means of furthering employment. 

A survey of the institutions in the state where their accounting systems 
are very accurate shows that the costs for overtime work, on a time and a 
half basis for over eight hours, would approximate $601,000 a year for all 
private hospitals in the state. We do not believe that this can be reduced 
by lowering wages of present help and employing others and that even if 
it were possible, it would not be in the best interests of the people the 
hospitals serve to attempt it by some early legislative enactment. We be- 
lieve that any added costs of this particular time will have to fall on the 
patient—he who is already least able to pay. And some superintendents 
tell me that their financial problems are already so great that any addi- 
tional burden over the presently greatly increased charity problem might 
even necessitate closing the institutions. = 

We present this to you, gentlemen, not as our problem but yours. Hos- 
pitals are great community assets; rarely are they institutions for profit, 
and the depression has given them tremendous financial problems. They 
present their problem to you confident that you will appreciate its serious 
nature. 
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PROPOSED LEGISLATION AFFECTING 
HOSPITALS* 


A. PRIVATE HOSPITALS GENERALLY 

ICENSING.—Efforts were made in New York*** and Pennsylvania*” 

to require the licensing by some state agency of all hospitals and 

private nursing homes of two or more beds. The Pennsylvania 
bill alone became law. The Illinois legislature*’® killed a similar bill, pro- 
posing to require all private hospitals to register annually with the depart- 
ment of registration and education, and to file schedules of rates and 
charges for various services. An unsuccessful attempt was made in Colo- 
rado*’* to enact a new law to require all hospitals to be licensed by the 
state board of health. In Connecticut, a bill*** proposed to extend the 
system of licensing by the state department of health to certain classes of 
hospitals not now covered by it. Another Connecticut bill**® proposed to 
exempt from the operation of the law requiring licensing by the state 
department of health institutions operated or maintained by religious or 
fraternal organizations. Both of these bills were killed. 

Insuring payment of hospital bills—Bills were considered in Dela- 
ware,*®° Illinois,*** Indiana,**? Iowa,*** Maine,*** Massachusetts,**® Mon- 
tana,*** New York,*** Oregon,*** South Carolina,**’ Tennessee,*®® Texas,” 
and Utah*® to give hospitals treating persons injured in accidents liens on 
any judgments, settlements, and compromises obtained by such injured 
persons by reason of their injuries. Such bills were enacted in Dela- 
ware,**? Montana,*** and Oregon.*** The hospital lien law in New Jersey 
was amended by two enacted bills. One bill*®* gives such liens to all hos- 
pitals, while the prior law gave it to charitable hospitals only. The other 
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1Published through the courtesy of the American Medical Association Bulletin. 
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enacted bill**? establishes a procedure to cancel hospital lien notices on file 
with county clerks, when the hospital bills have been satisfied. Bills were 
considered in Georgia*** and North Carolina*®® to make it a misdemeanor 
for any person to obtain credit fraudulently from any hospital. Only the 
North Carolina bill became a law. The legislature of Oklahoma‘*®® killed 
a bill proposing (1) that hospitals have liens on patients’ property brought 
into the hospitals, for charges due for hospital fees, nursing, medical, and 
professional services, and (2) that it should be a misdemeanor for any 
person to obtain hospital service with intent to defraud the hospital of 
payment. 

Hospital nurses —A defeated Indiana bill‘*' proposed to prohibit the 
employment of nurses in hospitals longer than eight hours a day, except in 
emergencies. 

Exemption from taxation—Attempts in Maryland, Pennsylvania, and 
Oklahoma to exempt, to a limited extent, private hospitals from taxation 
were unsuccessful. The Oklahoma bill’? proposed to exempt from taxa- 
tion hospitals 10 per cent or more of whose cases were charity cases. The 
Pennsylvania bill*®* proposed to accord such exemption to hospitals con- 
ducted by corporations not for profit or by other purely charitable associa- 
tions from which no profit is derived. The Maryland bill*** proposed that 
until 1936 no real estate held for future use, and not for investment, by 
any hospital not organized or conducted for profit should be subject to 
state, county, or municipal taxation. An enacted West Virginia bill*®® re- 
quires all hospitals to render emergency treatment to sick or injured in- 
digent persons and allows hospitals rendering such services to set off those 
charges against taxes on real estate or personal property. 

Municipal regulation and taxation—A law was enacted in Missouri‘ 
which authorizes the council of any municipal corporation, among other 
things, to levy and collect license taxes, and to regulate hospitals, sanatori- 
ums, and health schools. 

State or municipal aid—The legislatures of Connecticut, Indiana, Ohio, 
and Pennsylvania killed bills which proposed municipal or state aid for 
hospitals of certain kinds.*°* A Connecticut bill proposed to authorize the 
state to pay to any charitable institution, hospital, or home for the aged, 
not operated for profit or gain and not receiving state aid, $10 a week for 


397. Laws of - J” 1931, Chapter 153, introduced as A. 63. 
398. Ga. 3 
399. Public Pri of N. C., 1931, Chapter 214, introduced as S. 450. 
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each poor and indigent patient. In Ohio,‘** a bill proposed that the state 
reimburse hospitals for the care and treatment of indigent persons injured 
in automobile accidents. An Indiana bill*°® proposed to authorize cities 
of from 104,000 to 112,000 to make appropriations to certain types of hos- 
pitals located there. One Pennsylvania bill*!® proposed that in certain 
counties where the fines, penalties, and moneys collected from recog- 
nizances are paid into the county treasury, one-half of such receipts should 
be appropriated to such hospitals within the county as are entitled to receive 
state aid. Another Pennsylvania bill*'' proposed to authorize any borough 
to appropriate money for the support of any hospital which was engaged 
in charitable work and which extended medical attention to residents of 
such borough. 

Identification of babies—A defeated New York bill*!* proposed to pro- 
vide that each newly born baby in a hospital be fingerprinted, tagged, and 
kept in a separate receptacle bearing the name of its parents, and that on 
discharge from the hospital its fingerprints be checked with the fingerprints 
taken at birth. 

Fire-alarm equipment.—The governor of New York vetoed a bill‘ 
which sought to require asylums and hospitals to be equipped with fire- 
alarm boxes, if located in cities, villages, towns, and fire districts having 
central fire-alarm stations. 

Miscellaneous.—A law was enacted in New Jersey*!* which permits any 
two or more associations or corporations maintaining hospitals, infirmaries, 
dispensaries, or clinics, located in the same or adjoining counties and sup- 
ported in whole or in part by private charity, to merge or consolidate into 
a single corporation. In Kansas,*'’ an unsuccessful attempt was made to 
authorize the governing bodies of certain cities owning or operating their 
own light and water plants to furnish water, electric light, and power to 
any hospital within their corporate limits free of charge or at such reduced 
rates as the governing bodies might set. A New York bill*'® proposed that 
no hospital supported wholly or in part at public expense should there- 
after charge any fee or other compensation for medical services rendered 
while operating a clinic to which the public was invited and that every such 
service should be rendered without charge to the patients. This bill was 
killed. 
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B, PARTICULAR TYPES OF PRIVATE HOSPITALS 

Hospitals for the insane—The legislature of Missouri killed a bill**’ to 
grant the state board of health general supervision of all institutions treat- 
ing mental and nervous diseases. Two similar bills were killed in Connecti- 
cut. One bill*!® proposed (1) that no patient should be received who was 
afflicted with tuberculosis or any other communicable disease or from 
outside the state, (2) that the attendants in such institutions have the 
training of practical nurses, and (3) that inspection of such institutions 
be made by the state at least once every three months. The other Con- 
necticut bill*!® proposed that each person detained in any such hospital be 
examined at least once each year under the direction of the state department 
of health. 

Tuberculosis sanatoriums—A Connecticut bill*?® proposed to require 
private tuberculosis sanatoriums receiving state aid to be licensed by the 
state department of health. 

Maternity hospitals—A law was enacted in Massachusetts**t which 
designates as maternity hospitals those licensed hospitals now designated as 
lying-in hospitals. An unsuccessful attempt**? was made in Connecticut 
to require maternity hospitals to be licensed by the state department of 
health. The present law requires them to be licensed by the mayor or the 
board of health of the city, or health officer of the town, in which they are 
situated. A bill*** was killed in Illinois providing for the licensing and 
supervision of maternity hospitals by the state department of health. An 
unsuccessful attempt*** was made in Texas to make it a misdemeanor to 
operate a maternity hospital without a license from the state board of 
health or to maintain in the institution mentally unbalanced persons or 
persons suffering from infectious or contagious diseases. The present 
Texas law contains no penalty clause. 

Dispensaries—A bill was killed in Massachusetts**> which proposed to 
provide a penalty for any person convicted of obtaining medical or surgical 
treatment from any dispensary on false representations. 

C. STATE HOSPITALS 

Facilities available to cultists—Bills proposing to make the facilities of 
all government hospitals, and private hospitals supported in whole or in 
part by government funds or exempt from taxation, available to all practi- 


417. Mo. H. 589. 
418. Conn. H. 414. 
419. Conn. H. 415. 
420. Conn. S. 12 
421. Laws of Mas 
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tioners of the healing art, without regard to their methods of practice, 
were unfavorably considered in North Dakota,‘*® Oregon,‘*7, Washing- 
ton,**® and Wyoming.**® 

General hospitals —A proposal to establish a state hospital for the treat- 
ment of indigent patients of all classes was killed in Oklahoma.**! A simi- 
lar fate met a Minnesota bill,*** which sought to provide that in the admis- 
sion of patients to the Minnesota General Hospital preference be given to 
patients from the Minnesota State Soldiers’ Home. Similarly, a bill was 
killed in Ohio*** which sought to provide in university hospitals medical 
and surgical treatment and hospital care for indigent patients. 

Hospitals for the insane—A law was enacted in New York*** which 
establishes the Marcy division of the Utica State Hospital as a separate 
institution within the state department of mental hygiene, to be known 
as the Marcy State Hospital. The governor of New York vetoed a bill*®® 
which sought to create a temporary state commission to acquire a site for a 
new institution for the care and custody of mental defectives. Bills were 
killed in three states**® which proposed to authorize the establishment of 
new state hospitals for the insane. The California bill proposed to estab- 
lish an institution for the criminal insane, the Oklahoma bill sought to 
establish such a hospital for the negro insane, and the Texas bill proposed 
a new hospital for the insane, to be known as the West Texas State 
Hospital. 

Psychopathic hospitals—Psychiatric clinics—Bills in Missouri**? and 
Minnesota,*** which proposed to establish a psychopathic hospital and a 
psychopathic hospital unit, respectively, were killed. The legislature of 
Michigan**® killed a bill proposing to establish a psychiatric clinic at the 
Michigan State Prison at Jackson. 

Tuberculosis sanatoriums.—A bill**® was enacted in Michigan which 
establishes a state tuberculosis sanatorium in northern Michigan. Bills to 
authorize new state sanatoriums were killed in Arizona,**! Colorado,**” 
Minnesota,*** and Texas.*** The Texas bills proposed such an institution 


433. Ohio. S. 263. 

434. N. Y., Laws of 1931, Chapter 106, introduced as A. 1066; a companion bill, S. 769, 
was killed. 
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439. Mich. H. 447. 
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for negroes alone. The legislature of Missouri**® killed bills seeking to 
establish a hospital for the inmates of Missouri prisons suffering with 
tuberculosis and other lingering diseases. Two New York bills**® to au- 
thorize the state commissioner of health to establish tuberculosis hospitals 
in each sanitary district were killed. 

Miscellaneous—A new Illinois law*** makes the facilities of the state 
colony for epileptics available also for persons suffering from postenceph- 
alitis and other mental diseases. The legislature of Pennsylvania killed 
bills**® proposing to establish a state cancer institution and clinic and to 
erect a hospital for the confinement and treatment of persons suffering 
from venereal diseases. A Texas bill**® to create an institution for the 
treatment and care of crippled negro children and to vest its control in the 
state board of control was killed. 


D. COUNTY AND MUNICIPAL HOSPITALS 


County hospitals—A law*®® was enacted in North Carolina which per- 
nits any two or more counties to establish a district home for the aged 
and infirm, in lieu of separate county homes. The Arizona legislature 
killed a bill*** proposing to authorize the formation of hospital districts 
to establish, erect, and maintain district hospitals. The same legislature 
killed also a bill*®? which sought to authorize counties, or combinations 
thereof, to establish and maintain general hospitals. An attempt to authorize 
the establishment of county tuberculosis sanatoriums was killed in Ala- 
bama.*°* A law‘*** was enacted in Minnesota which authorizes counties 
having a population of more than 50,000, and areas of more than 3,500 
square miles, to erect auxiliary county hospitals. A bill*®® was enacted in 
Nevada which provides an additional method by which a county hospital 
may be established by a county or a combination of counties. Whenever 
a board of county commissioners shall be presented with a petition, signed 
by at least 50 per cent of the tax payers in each county or a group of 
counties, asking that an annual tax be levied for the establishment of a 
public hospital, the board of county commissioners must call a special 
election within forty days of the presentation of the petition. If a favor- 
able vote is cast, a tax levy of two mills on the dollar of assessed valuation 


445. Mo. S. 377 and H. 426. 
5 N. ¥. S. 837 and A. 1158. 
447. Laws of IIll., 1931, page 218, introduced as S. 221. 
448. Pa. S. 134 and H. 1743. 
449. Tex. S. 247. 
450. Public Laws of N. C., Chapter 129, introduced as S. 333. 
451. Ariz. H. 36. 
452. Ariz. H. 122. 
453. Ala. H. 440. 
454. Laws of Minn., 1931, Chapter 193, introduced as S. 1068; a similar bill, H. 1146, was 
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in the county or counties concerned may be levied for the erection and 
maintenance of such a hospital. Another law**® was enacted in Nevada, 
which provides that in all counties where a tax for the establishment of a 
public hospital has been authorized, the supervision, management, govern- 
ment, and control of the county hospital, county isolation hospital, county 
home for indigent sick, county work house for indigents, and county poor 
farm shall be exercised by the board of trustees of the county public hos- 
pital. The governor of Pennsylvania vetoed a bill**? which sought to 
authorize the county commissioners of any county, and the corporate au- 
thorities of any borough located within such county, to erect a joint county 
and borough building to be used for hospital purposes. <A_ bill*®® was 
enacted in Washington authorizing counties, or counties and cities jointly, 
to operate hospitals. Efforts were made in Indiana**® and Missouri*®® to 
extend state financial aid to hospitals maintained by counties. The Missouri 
bill was enacted and provides state aid for counties or cities maintaining 
approved hospitals for the insane. An unsuccessful attempt*®’ was made 
in Colorado to enact an entirely new law governing the erection, mainte- 
nance, and operation of county hospitals. The bill contained a joker pro- 
viding that in the management of such hospitals no discrimination should 
be made against the practitioners of any recognized school of medicine. 
Unsuccessful attempts were made in North Dakota,**? Washington,*** 
Oregon,*** and Wyoming?’ to provide that the facilities of all county 
hospitals, and of all hospitals supported or aided by public funds or exempt 
from taxation, should be available to all practitioners of the healing art. 
Municipal hospitals —A law was enacted in Indiana*®* which authorizes 
cities of from 104,000 to 112,000 population to make appropriations to 
certain types of hospitals located there. A law**’ was enacted in Illinois 
which amends the law authorizing cities and villages to maintain public 
tuberculosis sanatoriums, by allowing any city of from 100,000 to 200,000 
population maintaining such a sanatorium to increase the tax levy for its 
support to not exceeding one and one-half mills on the dollar of assessed 
valuation. The legislature of Minnesota killed two bills*®* to authorize 
cities of the fourth class to establish and maintain city hospitals. A bill**® 
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was killed in Indiana which proposed to make it unlawful for any city of 
200,000 inhabitants or more to locate or maintain any hospital for the treat- 
ment of infectious or contagious diseases within 1,500 feet of any public 
or private hospital. 


WorRKMEN’S COMPENSATION LEGISLATION 
A. NEW ACTS 

An unsuccessful attempt was made in Florida**® to provide compensa- 
tion for employees for disability or death resulting from injuries arising 
out of and in the course of employment. This bill would have denied to 
employees the right to select their own physicians and sought to provide 
that “when the treatment required is not surgical the injured employee 
shall have the right to choose any mode of treatment lawfully practiced in 
Florida.” 

B. CHANGES IN PRESENT COMPENSATION LAWS 

Injuries compensable—An Ohio bill**! was passed adding to the list of 
compensable occupational diseases manganese dioxide poisoning, radium 
poisoning, tenosynovitis and prepatellar bursitis, chrome ulceration of the 
skin or nasal passages, potassium cyanide poisoning, and sulphur dioxide 
poisoning. A new New Jersey law‘*** designates as “radium poisoning” 
that occupational disease hitherto listed as “radium necrosis” in the New 
Jersey act. The New York legislature**®® killed a bill proposing to make 
compensable “fibrosis of the respiratory tract due to exposure to silica or 
rock dust.’ Attempts were made in seven states*** to make all occupa- 
tional diseases arising out of any employment compensable. These bills 
were all killed. Bills to make it easier for employees to recover compensa- 
tion for hernias alleged to be due to industrial accidents were killed in four 
states.47° An unsuccessful bill in Massachusetts**® proposed to define in- 
‘such incapacity for work as results from 


‘ 


capacity which is compensable as 
a physical injury arising out of and in the course of the employment of 
the employee, but not including the results of a preé€xisting disease.” A 
New York bill, which was killed,*** sought to provide compensation for 
disability or death which was not wholly due to or resulting from acci- 
dental injury arising out of and in the course of an employment. 


Medical and hospital aid—Laws were enacted in Delaware, Kansas, 
and Missouri increasing the amount of medical, surgical, and hospital aid to 
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be rendered an injured employee for which an employer may be liable. 
The Delaware law*** makes the employer liable without any limit for such 
medical and hospital services as are necessary during the first thirty days 
after an injury. The new Kansas law**® increases the surgical, medical, 
and hospital attention for which an employer may be liable to such treat- 
ment and medicines as may be necessary during sixty days after the injury, 
or for such time as the industrial commission may order. Furthermore, an 
employee, or another acting in his behalf, may obtain emergency treat- 
ment at the expense of the employer. The Missouri law‘*® increases the 
employer’s liability to such necessary medical and hospital care for the 
first ninety days after the injury as may be necessary, but not to exceed 
$750. Attempts to enlarge the employer’s liability for injuries to employees 
resulting from industrial accidents were rejected in Alabama,**' Mis- 
souri,**? Nebraska,**® New Hampshire,*** New York,'** Pennsylvania,‘ 
Rhode Island,*** South Dakota,*** and West Virginia.**® 

Right of employee to choose physician.—Bills which in effect enable an 
injured employee to choose his own physician were enacted in Delaware*”’ 
and North Carolina.**%* Similar bills were killed in New York,*” 
Oregon,**? Vermont,*** and Wisconsin.‘ 

Employer’s liability for drugless treatment.—Bills to permit osteopaths, 
chiropractors, or other drugless healers to render the required medical 
attention to injured employees were considered in Montana,*®® Utah,‘% 
Washington,*** and Wisconsin.*®® All were killed. 
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The Admissibility of Hospital Charts as Evidence 


In a recent decision of the Supreme Court of Minnesota in a suit by the 
plaintiff to recover damages for injuries after an automobile accident the 
plaintiff’s hospital chart was admitted in evidence. The operating surgeon 
identified it as the original hospital chart made and kept in the plaintiff's 
case. He testified that the chart was the record of what had transpired 
during the various hours of the day in the care of the patient and that 
it contained statements as to temperature, pulse, and other incidental 
matters relative to the patient’s condition and treatment. The entries were 
made in the usual routine course of the hospital business. He testified 
that such a hospital record was made for every patient in the hospital 
and that the entries therein were true and correct. 

The defendant objected to the admission of the chart on the ground 
that no proper foundation had been laid for its admission as evidence, 
that it was a self-serving declaration on the part of the plaintiff and was 
hearsay. In admitting the chart the Court said that it was. doubtful if 
there was anything in it not covered by the testimony of witnesses and 
under these circumstances the chart was properly admitted in evidence. 





Federal Court Decides that the Mapleton Corporation 
Cafeteria Patent Is Invalid 


Telegraphic advices received from Denver are to the effect that Judge 
Symes, sitting in the United States District Federal Court in Denver, has 
ruled that the cafeteria patent held by the Mapleton Corporation was 
invalid. The Mapleton Corporation has given notice of appeal. 

The Mapleton Corporation has been writing to hospitals which have 
installed the cafeteria service insisting upon settlement for infringement 
upon their patent. Another company, organized in Chicago, has been 
contracting with some institutions to insure them against damages for a 
fee consideration. The American Hospital Association has been in close 
contact with this case and has been advised of its progress by the at- 
torneys for the defendants. In view of the decision of Judge Symes 
hospitals should disregard any proposals for settlement until the case has 
finally been decided on appeal, if one is taken. 
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Property of Hospitals Held Taxabie in Utah 


The Utah Supreme Court, in a recent decision in a case entitled 
William Budge Memorial Hospital v. Maughan, holds that the mere fact 
that property is used for hospital purposes is not sufficient to exempt it 
from taxation. Says the Court: 

“All hospitals are not charitable institutions. They may be and often 
are maintained and conducted for pecuniary profit. The fact that the 
declared purpose for establishing this hospital was for the care and 
treatment of the sick and injured is not itself controlling, for this may 
be and frequently is done for profit. 


“The articles of incorporation on their face purport to create an or- 
ganization for pecuniary profit,’ and the Court continues, “By applying 
the rule of the Gitzhoffen case (32 Utah 46), to the effect that a corpora- 
tion organized as a business corporation to establish and conduct a hospital 
cannot by extrinsic evidence show itself to be a charitable institution, to 
the facts of the present case, the status of the William Budge Memorial 
Hospital is conclusively fixed as an enterprise for pecuniary profit. There- 
fore the conclusion is inescapable that the property is not exempt from 
taxation.” 


The inclusion of hospitals on the county tax rolls was protested to the 
county commission by the Honorable Sylvester Q. Cannon, president of 
the Dr. W. H. Groves L. D. S. Hospital, who asserted: “The hospital 
is a non-profit institution operated for charitable purposes.” The protest 
was filed as the result of a recent opinion from the deputy county attor- 
ney advising the county assessor that the matter of assessing hospitals is 
a question of fact to be determined by the assessor. The assessor requested 
the opinion as a result of the Supreme Court decision holding property 
of a Cache County hospital subject to taxation. 

In the incident of the Dr. W. H. Groves L. D. S. Hospital in Salt Lake 
City, we are advised: “After satisfying assessor and other officials that 
our hospital in purpose and practice is used exclusively for charitable 
‘purposes it appears probable that a levy will not be made.” 





New York Court Decision on Compensation Cases 


A ruling of the appellate term of the Supreme Court of Elmira, New 
York, is of particular interest to hospitals. The court affirms the right 
to charge patients protected by compensation insurance at the rate of 
$4.50 a day instead of the “private patient” day rate of $4.00 a day. Two 
years ago the Chemung County board of supervisors protested the $4.50 
rate for city and county patients. The insurance carrier for an Elmira 
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industry opposed the same charge for a compensation patient on the basis 
that the hospital was discriminating against the insurance company. 

The hospital has been notified of the Appellate Division’s affirmation 
of the rule of the state industrial board which had reversed a ruling of 
the Elmira term of the Compensation Court and gave the right to the 
hospital to charge patients protected by compensation insurance the in- 
creased rate. This ruling will mean thousands of dollars to the hospitals 
of New York that handle compensation cases. 





Arkansas Hospitals and Taxation 


Judge Hal L. Norwood, attorney-general for the state of Arkansas, in 
an opinion has advised the Arkansas tax commission that Act No. 40 of 
1931, which declares certain hospitals to be institutions of public charity 
and exempt from taxation, is unconstitutional and void. The opinion 
cited Section 5, Article 16 of the state constitution, which enumerates 
specifically the kinds of property that are exempt from taxation. 

The attorney general holds that the legislature is without power to pass 
an act which would broaden, alter, change, or make elastic the term 
“charity” as used in the constitution. 

Act No. 40 of 1931 referred to provided that “‘all corporations or institu- 
tions heretofore or hereafter organized, created, and operated as a hos- 
pital for the purpose of treating the members of said organization and 
others, not leased or otherwise used for profit, are hereby declared to be 
institutions of public charity and shall be free from taxation.” 


Court Decision Relating to Public Health 


Action held to lie against city for negligent removal of scarlet fever pay 
patient from public isolation hospital—(Maine Supreme Judicial Court; 
Anderson v. City of Portland, 154 A. 572; decided April 28, 1931.) An 
action was brought against the city of Portland by an administratrix to 
recover for damages alleged to have been sustained because of the pre- 
mature removal of decedent from the municipal isolation hospital. The 
declaration, in substance, alleged that the city owned and maintained, 
chiefly as an activity for the public benefit, a hospital for the care of per- 
sons afflicted with communicable diseases and that incidentally persons were 
also received as private patients for gain; that the deceased, who had 
scarlet fever, was taken to such hospital and, for remuneration, cared for 
as a private patient; that two days later the defendant refused to treat the 
deceased any longer and sent him to his home; and that the deceased, as a 
result of the exposure and exertion to which he was subjected, suffered 
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pain and incurred expense until his death, which occurred two weeks after 
his removal from the hospital. 

This defendant city, proceeding upon the theory that, in caring for pa- 
tients in the isolation hospital, it was exercising a governmental function 
and was, therefore, not liable for the negligence of its officers and agents, 
demurred to the declaration, but the supreme court held that the declaration 
stated a cause of action, saying: 

But the declaration sets out, in effect, in the particular instance, the defendant city 
was not discharging duties partaking of the nature of a governmental power. On the 
other hand, assertion is, that realm was left, and one entered, albeit casually, in which 
the rules which regulate the responsibility of business corporations are applicable. 


Herein lies the test. * * * When public use descends to private profit, even inciden- 
tally, liability attaches. * * * 


ee 


Coming Meetings 


Northwest Hospital Association, Seattle, January 18. 

National Methodist Hospital Homes & Deaconess Work Association, Chi- 
cago, February 10-12. 

Congress on Medical Education, Licensure and Hospitals, Chicago, Feb- 
ruary 15-16. 

Iowa Hospital Association, Sioux City, March 9-10. 

Ohio Hospital Association, Akron, March 15-16. 

Hospital Association of Pennsylvania, Pittsburgh, March 15-17. 

Texas Hospital Association, Dallas, April 8-9. 

American Nurses Association, San Antonio, April 11-16. 

National League of Nursing Education, San Antonio, April 11-16. 

Southern Methodist Hospital Association, Memphis, April 20. 

Hospital Association of New York State, New York, May 5-7. 

American Medical Association, New Orleans, May 9-13. 

Joint Meeting of North Carolina Hospital Association, South Carolina 
Hospital Association, and Virginia Hospital Association, Richmond, 
Virginia, May 17-19. 

Western Hospital Association, Salt Lake City, June 14-16. 

American Hospital Association, Detroit, September 12-16. 

Ontario Hospital Association, October 26-28, Toronto. 

American Public Health Association, Washington, October 27-29. 
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UESTION: What, in your opinion, is the future of hospitals and nursing schools 
as to the following points, and any others which you may care to mention: 
Scientific methods. ‘ 
Control of hospitals. 
Control of nursing schools. 
Will hospitals and schools of nursing be supported as riow, or by states an. 
taxation? 
Will students be trained as at present along the apprenticeship method? 
Will there be more or fewer hospitals? 
Will there be higher standards for all hospital personnel ? 
Will the hospital personnel be better trained ? 
Director, School of Nursing 


ANSWER: Scientific methods—Naturally the methods employed in the 
care of the patient will be more scientific as the technique of medical and 
nursing care is improved, and there is considerable room for improvement. 


Control of hospitals—The growth in the number as well as the bed 
capacity of hospitals in the future will be more noticeable among tax- 
supported hospitals. The denominational hospitals will increase in bed 
capacity but not in number. In fact, it is extremely probable that the 
number of hospitals in the United States will decrease markedly in the 
next few years, with the bed capacities increasing considerably and as the 
needs of the communities indicate. Denominational hospitals will hold 
their own and because of their church connections will receive sufficient 
support from philanthropy to enable them not only to operate efficiently 
but to expand as necessary. Fraternal hospitals will decrease in number 
and perhaps in bed capacity, while industrial hospitals will have the same 
experience. The expense of operation of hospitals, which cannot be re- 
duced in proportion as their income from philanthropy will be reduced, 
must look to political organizations such as states, counties, and cities to 
contribute to their maintenance by adequately reimbursing our hospitals 
for the care of indigent patients. 

Control of nursing schools——Nursing schools, because of their intimate 
relationship to hospitals and because they are reciprocal parts of a desirable 
efficient unit, will remain in control of or in close affiliation with the hos- 
pitals and will be supported by them in the majority of instances. Some 
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few nursing schools, probably in their largest number those connected with 
university hospitals, will receive separate support, but this will be only for 
those nursing schools that give an extended course in nursing. The solu- 
tion of this very difficult problem will be in the hospitals maintaining an 
elementary school for the training of the nurse, while the separately con- 
trolled nursing schools will be for the education of the nurse and for the 
developing of highly specialized nurses, who will devote their activities 
professionally to other than bedside or institutional nursing. These schools 
in all probability will develop the administrative nurse, the nurse instructor, 
$lie public welfare nurse, and members of those groups who will not devote 
themselves to bedside nursing or to nursing institutions. 

Will hospitals and schools of nursing be supported as now, or by states 
and taxation? Certainly to as large an extent as they are now supported 
and probably to a much larger extent as time goes on. Already the majority 
of beds in the United States are supported by taxation, in whole or in part. 

Will students be trained as at present along the apprenticeship method? 
Yes, so far as their training is concerned. Their education will probably 
take a different course. 

Will there be more or fewer hospitals? There will probably be fewer 
hospitals, with larger bed capacities. 

Will there be higher standards for all hospital personnel? This is a con- 
troversial question, peculiarly academic, and may be answered either way. 
In the vast majority of instances the standards for hospital personnel now 
employed are sufficiently high. 

Will the hospital personnel be better trained? Possibly. To answer this 
question affirmatively would be to admit that hospital personnel are in 
need of better training and this is very doubtful. On the whole our 
hospital personnel are well trained and function well within their limita- 
tions. There are a few lines of activity in hospital work where the per- 
sonnel might be better trained to their own advantage and to the institu- 
tion’s benefit, but taking them by and large hospitals are operating under 
an efficient, well trained personnel. 

Is it possible that we are placing too high a value on advanced education 
and are forgetting the real worth of good training? I often wonder, as we 
graduate from our colleges and universities some 400,000 young men and 
women each year, highly educated so far as books and theories are con- 
cerned, indifferently trained so far as practices go, in just what way this 
vast army of college graduated young men and women (and that goes for 
all professional lines, including nursing and medicine) will apply their 


training to their own material success and to the greater benefit of society. 
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QUERIES 


I am not quite sure in my own mind but what we have gone far afield in 
bringing the theoretical into the lives of these young people, rather than 
the practical, and whether we are not training too many people to depend 
more upon their wits than upon industry, thrift, and proficiency in their 
vocations. All of these questions are very perplexing and I am an inherent 
advocate of the best training and rather indifferently in sympathy with 
advanced education for the great mass of people who are being educated 
in a machine-like manner rather than in a practical, useful way. 





QveEstIon: Does the American Hospital Association approve the hospital insurance 
schemes by which the individual pays for a policy a certain monthly fee, in return for 
which his insurance contract calls for the payment cf hospital charges? 

Answer: No. The Association has not lent its approval of any scheme 
of hospitalization insurance that has not met the approval of the county 
medical society of the city in which the hospital may be located. We, in 
the same manner and to quite the same degree as members of the medical 
profession, are doing our best to study all plans or projects which would 
more evenly distribute the costs of the medical and hospital care to those 
who become ill. We feel that a sound, practical method of saving for this 
specific purpose on the part of the patient will make the experience of 
illness less burdensome to him and that any good plan by which a prudent 
and thrifty person might be able to distribute the cost of his illness over the 
period in which he was on an earning basis and in good health instead of 
taking on the burden of the cost of his illness and hospitalization in one 
lump sum and at the time he was discharged by the doctor or from the 
hospital, that is, the time in which he is least prepared to meet this obliga- 
tion, should meet the approval not only of organized medicine but of 
organized hospitals as well. 

We are not in sympathy with and do not encourage—in fact, we con- 
demn—those fly-by-night projects, purely commercial in character, which 
promise upon the payment of an entirely inadequate sum, either weekly 
or monthly, to provide medical and hospital care to those persons with 
whom they enter into contract. 





QuEsTION: What are the advantages of a selective staff over an open staff? 

ANSWER: The advantages of a “selective” staff are many. Among 
them are: 

1. That the hospital is able to choose the better qualified members of 
the profession in a community. 

2. That as a general experience members of the selective staff have 
a deeper sense of loyalty to the hospital than do members of an open staff. 
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3. The interests of the selective staff taken generally are to make their 
hospital the best in their community from every standpoint and their efforts 
toward that end are more sincere than is generally experienced in the open 
staff hospital. 

After all, a hospital is, under no circumstances, better than the pro- 
fessional men and women who staff it and when the hospital exercises its 
freedom of selection and appoints to positions on its staff only those pro- 
fessional people who are worth while it builds up the standing and the 
character of the institution in the best possible way. 





Question: I have been asked to prepare an article on high hospital costs for 
Nation’s Business. Will you be good enough to discuss this subject for me? 


ANSWER: There is very little to be said about the high cost of hospital 
care in this country. So much has been said, and without proper study, 
that until a more complete analysis is made by the person who is interested 
in these costs, to determine for himself just whether they are high 
or not, little can be gained by discussion, but as a matter of statistical 
record, covering 2,600 hospitals which receive pay patients in the United 
States and Canada, in 1929 and at the height of the prosperous period, 
the average amount paid to the hospital by patients who paid bills in full 
was $61.83. About the same time Mr. John A. McNamara made a study 
of 10,000 consecutive patients in 100 representative hospitals distributed 
throughout the United States and Canada, each reporting 100 patients, and 
in this class the average amount paid by the patient to the hospital for 
his care was $71.99. The average length of stay of the patient in these 
two groups studied was a little over nine days and the amount paid by the 
patient for this nine-day-plus care was considerably less than what the 
same patient would pay for rooms and meals in hotels comparable in class 
to the hospital in which they were cared for. 





Question: Will you please give available data on equipment, organization, and 
costs of a laundry for a sixty-bed hospital, with a daily average of 150 pounds of 
laundry a day? 


ANSWER: Your investment in a laundry sufficiently large enough to take 
care of 150 pounds of laundry daily is distributed as follows: 


WN sh. S ands Un tee one Be at Nees Poke $ 750.00 
I ii eln dain seeded makin ewe es tek was eos 425.00 
SOT KPO UIET 2 corancials (aloes vieva de ACS ee eh CaO we lols Maasai ses 1,000.00 
Electric preas for wnilorms, tC: 5.5... 0.55 sees e cece 685.00 
IN ik is bon desl evs deb ig 16.00 











QUERIES 


a rr en eee 125.00 
NR i. sho (aaa Ades ba Sac panes Uae 20.00 
DEE Wt Hii 00 GR EEA 85.00 


making a total investment for your plant of about $3,100. 
Your operating cost for this laundry would be about as follows: 


Labor of three women at $2 per day.............+05- $6.00 

Supeltes, song, UE., POE GF. oon cccs cesideccovees eres 50 

Power kow: at 3 -@ per Gays. io. ccecddesscensdas .24 
CL ee eer re $6.74 per day 


Your laundry would cost in the neighborhood of four cents per pound, 
finished. 





Question: Will you kindly outline a good policy for granting vacations to the 
hospital employees ? 

ANSWER: Generally speaking, the administrators, officers, and heads of 
institutions are granted a month’s vacation, with pay, each year. Periods 
for other employees vary with the positions they fill. No vacation is 
granted any employee until he has served eleven and one-half months, and 
no pay is advanced, but is paid upon return from vacation. A person 
resigning at the expiration of the vacation leave is not paid for the vacation 
leave he has taken. 


en OQ 


Mount Sinai’s New Unit for the Care of White Collar Patients 

Mount Sinai, New York, has completed its new unit, built expressly 
for white collar patients. The building is especially designed for group 
nursing service. It is cut up into units, each unit containing beds that 
can be curtained off. With each two-room unit there is a nurse sub- 
station, so that there is always a nurse within a few feet of every pa- 
tient at all hours. These units fill six floors of the twelve-story structure, 
which was built at a cost of $1,250,000 and occupies the entire Fifth 
Avenue block front from 100th to 101st Street. 

In the new unit bed accommodations will be $35 a week and special 
group nursing $45. The fees of the medical staff will be restricted in 
proportion. 

In reviewing the plan of this new unit, Mr. George Blumenthal, presi- 
dent of the hospital, said, “It is a mistake to speak of persons of moderate 
means as a distinct and exceptional class. They are the great majority 
and it is to the need of this great and neglected majority that the hospital 
owes the best it can afford.” 
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Report of the Committee on Narcotics Approved by Federal 
Bureau of Narcotics 


The American Hospital Association is in receipt of the following com- 
munication from the Hon. H. J. Anslinger, commissioner of narcotics: 


TREASURY DEPARTMENT 
BUREAU OF NARCOTICS 
WASHINGTON 
Dr. Bert W. CALDWELL 
Executive Secretary 
American Hospital Association 
18 East Division Street 
Chicago, Illinois 
My dear Dr. Caldwell: 

Please refer to your letter of November 5, 1931, and to your personal visit to this 
office together with Dr. Treadway recently, relative to proposed forms for accounting 
for narcotic drugs dispensed in hospitals which apparently have the approval of your 
association. 

The forms as printed in the leaflet, which you were kind enough to leave with this 
office for study, appear to be satisfactory but the Bureau takes the opportunity to make 
a suggestion with respect to the form described as “Record of Narcotics Adminis- 
tered.” At the bottom of this form there are provided two columns headed respec- 
tively “Amount Accounted for on this sheet” and “Amount Remaining in Drug 
Cabinet.” The amounts thus accounted for are listed as “morphine sulphate, codeine, 
cocaine, and other.” It is respectfully suggested that it might be more desirable to 
list the first three items in each column as morphine sulphate, codeine sulphate and 
cocaine hydrochloride, these being the three forms of drugs perhaps more often used 
in the hospital, and thereafter, under the word “other,” there be provided at least 
four blank lines to allow for the entry of other forms of narcotics less often used, 
such as medicinal opium, powdered or granulated, morphine hydrobromide, codeine 
phosphate, etc. An asterisk might be placed before the word “other” to refer to an 
explanatory footnote somewhat as follows: 

“Each narcotic drug administered should be listed separately according to 
the form of the alkaloid or salt or other derivative; thus separate lines should 
be used for granulated or powdered opium, morphine hydrobromide, codeine 
sulphate, etc.” 

The Bureau is pleased at this evidence of codperation on the part of your association 
in providing a form for recording the dispensing of narcotics in hospitals. It is be- 
lieved that the accountability thus established will not only be of great benefit to nar- 
cotic law enforcement but will likewise be helpful to the hospital in preventing possible 
diversions of narcotic drugs from its supplies held only for medicinal purposes. 

Very truly yours, 
H. J. ANSLINGER 
Commissioner 

We are reproducing the forms for the use of hospitals as approved by 
the Bureau of Narcotics. As Mr. Anslinger suggests, the general use of 
this form by hospitals will accomplish a very useful purpose in preventing 
possible diversion of narcotic drugs and will provide a representative form 
for recording the dispensing of narcotics in hospitals. 
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Hospital Registration Number 


NAME OF HOSPITAL 
LOCATION 
Department 
RECORD OF NARCOTICS ADMINISTERED 





Reg. 
Date | Time | Name of Patient No. | Narcotic | Dose | Administered Remarks 























This form to be used for reporting Narcotic Solutions, using name of department 
in place of ‘‘name of patient.” 


Explanation or Remarks: 


Amount Accounted for on this sheet: Amount Remaining in Drug Cabinet: 








Morphine sulphate = ———___ Morphine sulphate —— —__ 
Codeine sulphate peta eee Codeine sulphate en ee 
Cocaine hydrochloride———_____ Cocaine hydrochloride________ 
*Other *Other — 





Head Nurse 





*Each narcotic drug administered should be listed separately according to the form of the 
alkaloid or salt or other derivative; thus separate lines should be used for granulated or powdered 
opium, morphine hydrobromide, codeine sulphate, etc. 
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The Meeting of the Oklahoma Association 


HE OKLAHOMA HOSPITAL ASSOCIATION held its annual meeting in 

Oklahoma City December 2 and 3. The conference was unusually 

well attended, some fifty-five hospitals being represented, with a 
total attendance exceeding one hundred. 

On Wednesday the meeting was called to order by President J. H. 
Rucks. On the afternoon program “Hospital Rates” was the subject dis- 
cussed by Dr. T. B. Hinson of the Enid Springs Hospital. A paper of 
unusual merit was that by Sister M. Lucia, superintendent of St. Anthony’s 
Hospital, Oklahoma City, on “Enriching Hospital Service.” Mr. George 
Miller, superintendent of Morningside Hospital, Tulsa, presented a dis- 
cussion of “Reducing Expenditures without Lowering Efficiency.” 

Other papers read at the afternoon session were “The Effects of the 
Present Economic Conditions on Hospital Operation” by Dr. Frank H. 
McGregor, Border-McGregor Hospital, Mangum; “Occupational Ther- 
apy” by Miss Irene O’Brock; “What Nurses Mean to the Hospital” by 
Mrs. Allie Lee Elledge, superintendent of nurses, Wesley Hospital, Okla- 
homa City; “Hospital’s Relationship to Practitioners of Medicine” by 
Dr. B. H. Burnett, chief of the medical staff at Weedn Hospital, Duncan; 
and “Compensation Insurance” by Dr. F. P. Von Keller, Von Keller 
Hospital, Ardmore. 

The annual banquet was held Wednesday evening at the Huckins Hotel. 
The guest orator was Mr. R. R. Sesline, Retail Credit Association, Okla- 
homa City, who addressed the meeting on “The Credit and Financial 
Problems of the Hospital.” At the close of the banquet session a round 
table discussion was held under the direction of Dr. T. M. Aderhold. 

On the Thursday morning program the papers read were: “Management 
of the Obstetrical Department” by Dr. J. H. Robinson, Wesley Hospital, 
Oklahoma City ; “How I Have Reduced Expenses in Our Hospital during 
the Present Depression” by Dr. L. E. Emanuel, Cottage Hospital, 
Chickasha ; “Hospital Records” by R. L. Loy, Jr., Oklahoma City General 
Hospital; “The Twelve-Hour Working Day for Nurses” by Miss Meda 
Marsh, of Okmulgee; “Cost of Hospital Care” by Dr. Marvin E. Stout, 
Polyclinic Hospital, Oklahoma City; and “The Problem of the Ever- 
increasing Automobile Accidents” by Dr. D. B. Collins, of Waurika. 

The officers elected for 1932 are Dr. T. M. Aberhold, El Reno Sani- 
tarium, El Reno, president; Mr. Bert Loy, Oklahoma City General Hos- 
pital, vice-president; and Dr. A. J. Weedn, secretary. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
September 18 to December 29, 1931 


Alabama 

See ida hah wh eald nae Eh ROR Mere wees Birmingham 
California 

re ee, I ko hay Wohi hse badd eee dave ews aed Auberry 
Colorado 

PINE dy vccnuineeas se eae RA bee aM anes Raerea Greeley 

Massachusetts 

Community Dicmoripl Tome. . ones osc kee veivnsnevewas ceased \yer 
Mississippi 

Py NY oo obs hh Se Sua Soe oes eae oe ks ss Se 
New York 

Pe Sm IN kd wip Lh sae tees eae aS x wei pewe’s Hudson 

Diemmorial Pioepital of Bofialo, Tac. . 2c cccescewviaccdsieers Buffalo 

NE oh aaa atc khe he Ka UR aN gene wee we Batavia 

St. Margaret’s House and Hospital for Infants.................2 \lbany 

Tange Commty Geemeral Thommen. ise eva ccicc ives owens Waverly 


North Carolina 


ny Lee Pee ee ere eee Lenoir 
Ee eS Se ee ee ere ee ae ee eer ee ee eae Durham 
Ohio 
eee ee ee eee PE ere \kron 
Pennsylvania 
ee Te oer eT etree Te ree rer ee ree 3roomall 
Texas 
| Re eer ee eer eee. 
Virginia 
eS NS ss ti wan eW ere dete rc aesbkovans Jesus Roanoke 
Ontario 
NID UNE NN 5 on asi boa Whee ae dab eae eee ees Ottawa 


South America 
Hospital Naval de Valparaiso... iss... ...6.cscevccsnee Valparaiso, Chile 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 
September 18 to December 29, 1931 


Arkansas 
Gammill, Lee C., supt., Baptist State Hospital, Little Rock. 


Colorado 
Hilton, John P., M.D., med. supt., Mount Airy Sanitarium, Inc., Denver. 


Florida 
Downing, Araminta, R.N., asst. supt. nrs., Morrell Memorial Hospital, 
Lakeland. 


Georgia 
Babin, Ruth A., supvr. oper. rm., Piedmont Hospital, Atlanta. 
Hicks, Emma, bus. mgr., Oglethorpe Private Infirmary, Macon. 
LeGuin, Francis, supvr., Wesley Memorial Hospital, Emory University. 
Patterson, J. C., M.D., Patterson Hospital, Cuthbert. 
Sutton, Caroline, supt., Crawford W. Long Memorial Hospital, Atlanta. 
Thompson, Dollie F., supt., Middle Georgia Sanatorium, Macon. 
Williams, Howard V., supt., Macon Hospital, Macon. 


Illinois 
Elsome, Dee, R.N., dir. nrs., Passavant Memorial Hospital, Jacksonville. 
Palmen, Emily, dir. nrsg., Chicago Lying-in Hospital, Chicago. 


Massachusetts 
Beal, Kate E., R.N., supt., Whidden Memorial Hospital, Everett. 
Jones, Eleanor I., supt., Cape Cod Hospital, Hyannis. 
Price, Edna D., R.N., supt., Emerson Hospital, Concord. 


Michigan 


Duncan, William S., gen. supt., Delray Industrial Hospital, Detroit. 


Minnesota 
Proulx, Mrs. Pauline D., R.N., supt., St. Luke’s Hospital, Thief River 
Falls. 


Missouri 
Alexander, V. Ray, supt., City Hospital, St. Louis. 
Lohr, Curtis H., M.D., Commissioner of Hospitals, St. Louis. 
McKelvy, Kittie, asst. supt., Jewish Hospital, St. Louis. 
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X-Ray Diagnosis 
With Positive Accuracy 


ATHOLOGICAL conditions or foreign bodies are 

located with positive accuracy through correct third 
dimensional vision obtained with the Bausch & Lomb X-Ray 
Stereoscope. Roentgenological diagnosis is thus rendered 
more effective. Information obtained is positive, accurate, 
and trustworthy. 


BAUSCH 6 LOMB 
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The superiority of the B & L X-Ray Stereoscope is at- 
tested by several important improvements. The rigid reflect- 
ing system uses, not mirrors, but prisms of highest optical 
quality to insure eye-ease in operation and to secure sim- 
plicity in use through elimination of adjustments. Natural 
stereoscopic vision is obtained through mounting the view 
boxes with reference to the prisms, at an accurate angle of 
convergence. Films of all sizes may be viewed vertically or 
horizontally, and are automatically centered in the view 
boxes by individual film kits that provide for swift, easy 
changes of film. 


An interesting booklet “Optical Science 
Perfects the X-Ray Stereoscope” describes 
the B & L Stereoscope in detail and ex- 
plains the technique of its manipulation 
and use. You will want it for your files. 
Bausch & Lomb Optical Company, 656 
St. Paul St., Rochester, N. Y. 


Tc JZ 
GREATER VISION THROUGH 
OPTICAL. SCIENCE 


AUSCH 
el, 
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BAUSCH & LOMB 
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New Jersey 
Renbold, Mrs. Florence, matron, Riverview Hospital, Red Bank. 
Rose, Hazel D., asst. supt., Bonnie Burn Sanatorium, Scotch Plains. 
Runnels, J. E., M.D., supt., Bonnie Burn Sanatorium, Scotch Plains. 


New York 

Certaine, A. Irene M., R.N., hosp. soc. wrkr., Community Chest, Niagara 
Falls. 

Corpus, Isidoro, student hosp. administr., Bellevue Hospital, New York. 

Crandall, Charles D., M.D., deputy med. supt., Kings County Hospital, 
Brooklyn. 

Cross, Philip, purch. agt., Hospital Bureau of Standards and Supplies, 
New York. 

Duchmann, Charles, supt., Memorial Hospital of Buffalo, Inc., Buffalo. 

McClellan, Mrs. Robert, Mary McClellan Hospital, Cambridge. 

Murphy, Jane L., R.N., supvr., custodial cases, Montefiore Hospital, New 
York. 

Neff, J. Louis, exec. secy., Medical Society of the County of Nassau, 
Mineola. 

Penner, Saul, M.D., deputy med. supt., Kings County Hospital, Brooklyn. 

Salkind, Harold M., asst. supt., Jewish Hospital of Brooklyn, Brooklyn. 

Sheridan, Jos. M., M.D., phys., Fordham Hospital, New York. 

Steinholtz, Samuel, M.D., deputy med. supt., Harlem Hospital, New York. 

Ward, Ida N., supt., General Hospital, Inc., Lake Placid. 


Ohio 
Pierce, 2. B., M.D., med. supt., Molly Stark Sanatorium, Canton. 
Robinson, Elizabeth, asst. dir., Rainbow Hospital, South Euclid. 


Oklahoma 


Langheim, H. W., M.D., supt., Kiowa Indian Hospital, Lawton. 


Pennsylvania 


Baxter, M. R., supt., Rochester General Hospital, Rochester. 


South Carolina 
MeGill, H. H., supt., Columbia Hospital, Columbia. 


Utah 
Raymond, George, supt., Wm. Budge Memorial Hospital, Logan. 
/ eal dS ’ > 


[ 124 } 








Shock-Proof Fluoroscopy 
in Emergency | 
Cases 





This procedure is 
possible only with 
the Victor Shock- 
Proof X-Ray unit. 
The patient’s 
stretcher has been 
wheeled up toand 
underthe table for 
emergency fluoro- 
scopy. There is no 
dangerofelectrical 
shock and no me- 
chanical difficul- 


ties are involved. 


HETHER it is an injury of the is in danger of electrical shock, as the 
head or of any other part of the x-ray tube and high tension transformer 
body, Victor Shock-Proof X-Ray Appa- are completely insulated by oil immersion 
ratus offers ideal means for fluoroscopic in the sealed tube head. 
examination when the need is urgent. These same advantages hold true for ra- 
The patient may be unresponsive, and diography.In fact, every type of diagnostic 
his condition contra-indicate transfer to _ service is offered in the numerous models 
the x-ray table, but when it is possible of Victor Shock-Proof Units available. 
to wheel the patient's cart into position 
as above illustrated, the fluoroscopic ex- 
amination becomes a simple procedure, 
with minimum manipulation of patient. GENERAL @ ELECTRIC 
And regardless of how the surgeon X-RAY CORPORATION 


and his assistants may work around the 2012 Jackson Boulevard Chicago, IL.,U.S.A. 
patient and the x-ray apparatus, no one —=OEMEREY VicToR (ig@ ceay conromation 


Ask for Bulletin 283, which gives 
complete information. 
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Vermont 
Blinn, Nellie L., R.N., supt., Porter Hospital, Middlebury. 


Washington 
Running, D. H., M.D., asst. phys., Pierce County Hospital, Tacoma. 


West Virginia 
Vest, Walter E., M.D., chief med. serv., Chesapeake and Ohio Hospital, 
Huntington. 


Wisconsin 
Benedict, Sister M., supt., St. Joseph’s Hospital, Dodgeville. 


Canada 

Jack, H. D., res. secy., Laurentian Sanatorium, Ste Agathe des Monts, 
Fr. ©. 

Morrison, L. Loraine, supt., I. O. D. E. Preventorium, Toronto, Ont. 

Rheaume, P. Z., M.D., med. dir., Hopital St. Luc, Montreal, P. Q. 

Vignal, Wm., M.D., radiologist, Hopital St. Luc, Montreal, P. Q. 

Watt, Mrs. Stuart K., mem., ladies’ auxiliary, St. Catharines General 
Hospital, St. Catharines, Ont. 

Wodehouse, R. E., M.D., exec. secy., Canadian Tuberculosis Association, 
Ottawa, Ont. 

Wood, Mrs. W. G., mem., ladies’ auxiliary, St. Catharines General Hos- 
pital, St. Catharines, Ont. 


Japan 
St. John, Mrs. Alice C., dir. nrs., St. Luke’s International Medical Center, 
Tokyo. 


Scotland 
Turnbull, Thos. W., hosp. arch., The Royal Infirmary, Edinburgh. 


South America 


Wilson, Rear-Admiral Bracey R. (Ret.), supt., Hospital Naval de Val- 
paraiso, Valparaiso, Chile. 
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For the benefit of those who use 
Bard-Parker knives, the Bard-Parker 
Company has perfected a highly effi- 
cient distribution system. The hospital 
is assured of a dependable source of 
supply, sufficient at all times to meet 
every emergency. All dealer stocks of 
Bard-Parker knives and blades are of 
the same high quality and uniformly 
priced. 


Prices: Bard-Parker handles—$1.00 
each. Blades, six of one size per pack- 


age—$1.50 per dozen. 


Quantity Discounts: 1 to 5 gross, all 
sizes of blades, unit delivery —10% 
discount. 5 gross or more, all sizes of 


blades, unit delivery—15% discount. 


BARD-PARKER COMPANY, INC. 
369 Lexington Avenue, New York, N.Y. 
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NEW BUILDINGS AND CONSTRUCTION 


























CONNECTICUT 

Hartford—The Hartford Hospital is just completing an educational 
building for the training school, the gift of Mr. D. Newton Barney, which 
will cost $110,000. The hospital is also adding a dining room for nurses, 
with fifteen rooms for nurses above, at a cost of $36,000. 

ILLINOIS 

Chicago.—Construction on the $200,000 addition to the Welles Park 
Hospital and free clinic will start early in the spring. Eric E. Hall and 
Company are the architects. 

Rock Island—Rock Island County’s new tuberculosis sanatorium has 
been completed and opened for public inspection. The building has an 
ultimate capacity of ninety beds. 

Waukegan—Under the terms of the will of the late Charles Dowst 
$250,000 was left to the city of Waukegan for the purpose of building and 
maintaining an emergency hospital. The will was specific in identifying 
the type of hospital which Mr. Dowst wished to leave as a memorial. 

INDIANA 

Indianapolis —The United States Veterans’ Hospital was formally dedi- 
cated on Sunday, December 13. The dedicatory address was delivered by 
General Frank T. Hines, Veterans’ Bureau administrator. 

MARYLAND 

Glenn Dale—tThe district commissioners of the District of Columbia 
will open bids on January 5 for the construction of a nurses’ home at the 
Children’s Tuberculosis Sanatorium at Buena Vista. 

MICHIGAN 

Tonia.—Construction has been started on an addition for the state hos- 

pital for criminal insane at Ionia which will cost, when completed, $225,600. 


Missouri 
Aurora.—Construction has been started on the new Smart Hospital 
which is to be built east of Aurora. When completed the hospital will have 
accommodations for sixty-five patients. 
Jefferson City—Construction on the new unit of St. Mary’s Hospital 
is nearing completion. 
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NEW YORK-CORNELL MEDICAL GROUP . . 
THIS GROUP, NOW BUILDING, WILL BE COMPLETELY 
EQUIPPED WITH AMERICAN STERILIZERS... . 


Architect: Coolidge, Shepley, Bulfinch & Abbott 
Consultant: Dr. Winford H. Smith 
General Contractor: Mare Eidlitz & Son, Inc. 





AMERICAN STERILIZER COMPANY 


1208 Plum St., ERIE, PENNSYLVANIA 


EASTERN SALES OFFICE, 200 Fifth Ave., New York Cit: 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 
[ 129 ] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


NEw JERSEY 

Jersey City—The Margaret Hague Maternity Hospital was recently 
completed and dedicated. The building contains 255 maternity beds and 
serves all classes of the population, with private, semi-private, and ward 
accommodations. It is a unit of the Jersey City medical center, under 
the direction of Dr. George O’Hanlon. Dr. Samuel A. Cosgrove is the 
medical director. Christian H. Ziegler is the architect and Charles F’. Neer- 
gaard the consultant. 

Newark—The Columbus Memorial Hospital was officially opened De- 
cember 5. 


Newton.—A complete new hospital building for the Newton Memorial 





Hospital is approaching completion. It is located on the outskirts of the 
town. The property consists of about twenty-seven acres which will be 
completely landscaped. Crow, Lewis & Wick of New York are the archi- 
tects. 


New York 

Garden City, L. 1—The board of governors of the Meadowbrook Hos- 
pital has let contracts in the amount of $971,516 for general construction. 
When the project is completed it will have cost $1,700,000. 

New York City—Work will soon be completed on four new buildings 
for the Home for Incurables, consisting of a patients’ building accommo- 
dating 350, service building with heating and power plant below, with 
accommodations for 164, a residential building for doctors and a garage 
building. The whole program involves an expenditure of somewhat over 
three million dollars. Hon. Ogden L. Mills is president, Dr. M. W. 
Arnold, superintendent, and Crow, Lewis & Wick, architects. 

Potsdam.—Construction on the new Potsdam Hospital is progressing 
rapidly and the structure will be finished by the last week in April. 


OHIO 

Bucyrus.—Vhe new Municipal Hospital is nearing completion and will 
be opened about February 15. 

Lima.—The contract for the erection of the Lima Memorial Hospital 
and nurses’ home was awarded December 7 to Charles H. Shook, Inc., of 
Dayton, and work on this project was started immediately. Plans provide 
for a 144-bed hospital, four stories in height, and a nurses’ home of two 
stories. The buildings will be of buff brick and fireproof throughout. 


OKLAHOMA 


Oklahoma City.—Layton, Hicks, and Forsythe are working on prelimi- 





nary plans for a $250,000 hospital for colored people. 
[ 130] 























HOSPITAL DEPARTMENT 


The HUNTINGTON LABORATORIES 
HUNTINGTON, IND. 








B was satisfactory 
“uN til 


“This 
came along.! 


But they're out of 
date today! The 


Modern Hospital 


uses the modern way 


LEVERNIER 


PORTABLE FOOT PEDAL 
SOAP DISPENSER 


and 


Germa- Medica 


AMERICA'S FINEST SURGICAL SOAP 


Levernier Portable Foot Pedal Soap Dispensers are 
Furnished Without Charge to Hospitals Purchasing 
©Germa-Medica”’ Surgical Soap. 
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TENNESSEE 

Sewanee—The Emerald-Hodgson Hospital, operated by the University 
of the South, will rebuild the institution which was burned, with a loss of 
$125,000. 

TEXAS 

San Antonio—Plans for the construction of a new $100,000 hospital 
for the San Antonio State Hospital are being prepared by Henry T. Phelps, 
architect. 


















































Miss Ruth Johnson has resigned the superintendency of Monmouth 
Hospital, Monmouth, IIl., and has been succeeded by Esther Isker. 


Sister M. Emerentia has been appointed superintendent of St. Francis 
Hospital, Colorado Springs. For the past six years she has been the 
superintendent of St. Mary’s Hospital, Gallup, N. M. 


Sister Redemptora has been appointed superintendent of St. Therese’s 
Hospital, Waukegan, III. 


L. Streng has been appointed superintendent of the Good Samaritan 
Hospital, Aberdeen, S. D. 


Lora E. McDonald is the new superintendent of Oklahoma Baptist Hos- 
pital, Muskogee, Okla. Miss McDonald succeeded Mr. T. J. McGinty, 
who resigned because of the illness of his father. 


The Latrobe Hospital, Latrobe, Pa., has appointed Miss Aimee Lisen- 
myer as superintendent to succeed Miss Roxanna Gray. 


The Carle Memorial Hospital at Urbana, Il., when it reopened recently, 
selected Miss Rellia M. Kjelstad as superintendent. 


Sister Alphonsus has been selected to succeed Sister Philomena as super- 
intendent of the Holy Name Hospital, Teaneck, N. J. 


Miss Mary L. Overturf has been appointed superintendent of the Lake 
County Memorial Hospital, Painesville, Ohio, to succeed Mr. M. C. 
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Stinting the Pharmacy? 


@ In allotting appropriations to your different departments two 
facts are sometimes overlooked in connection with the pharmacy: 


1. Successful treatment hinges just as vitally upon the efficacy 
of drugs, as upon such other factors as correct diagnosis, 
good nursing care and pleasant environment. 


2. The average total cost of a pharmacy, including salaries, rep- 
resents only about 3 per cent of total maintenance cost. 


@ Few hospital executives sanction the building of additions which 
de not reflect the latest ideas in design, layout and beauty. Few 
would not specify the best in apparatus and equipment. Yet execu- 
tives frequently turn tc the drug deparment, so vital to the institu- 
tion, as the place to begin paring down operating costs to meet 
deficits. 


@ Therapeutic agents are the physician’s weapon for battling disease. 
His prescription is his request for what in his judgment, born of 
experience, is the most effective agent for fighting each particular 
case. When your pharmacist is obliged to tell him “We do not stock 
that remedy,” the physician is without doubt handicapped and is 
obliged to use something in which he has less faith. 


@ Give your drug department the fair deal it deserves. Use of 
less efficient remedies because of cheaper price is not economy in 
the long run and strikes at the very purpose for which all institu- 
tions are erected. Stock only the best in medicines—and that does 
not apply only to Roche products. 


Allonal, Digalen, Pantopon and other Roche 

“Medicines of Rare Quality” are sold to institu- 

tions at special low prices, below what you 

would often pay for commonplace remedies. 
Write to our 


Hospital Sales Department 
for new 1932 price list. 


HoFFMANN-LAROCHE, INC. Nutley, N. J. 
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Goddard, who has accepted a position with the University Hospital, 
Cleveland. 


Dr. Barrick S. Rankin has been appointed superintendent of the Spencer 
State Hospital, Spencer, W. Va., to succeed Dr. D. D. Chapman, resigned. 


Miss Leona Britton has been named superintendent of the Thomas 
Huizenga Memorial Hospital, Zeeland, Mich., succeeding Miss Una 
Messer. 


Miss Irmatrude Witt is the newly appointed superintendent of the 
Lutheran Hospital, Hot Springs, S. D. 


Rev. Titus Pohl, of Des Moines, has been appointed superintendent of 
the Evangelical Covenant Hospital at Omaha. 


Miss Myrtle Haugen has recently been named superintendent of the 
St. Olaf Hospital, Austin, Minn.,-to succeed Miss Johanna Hanson. 


Miss Edna Patterson, superintendent of the Decatur County Memorial 
Hospital, Greensburg, Ind., for the past six years, has tendered her resig- 
nation, effective December 1. 

Rev. Joseph L. Anderson, superintendent of the Methodist Hospital, 
Gary, Ind., died December 6 at Wesley Memorial Hospital, Chicago. 


——-> @ ¢———__— 
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yNbhaetesulatas agree .<. 


ABSOLU BS STERILITY 


can be assured only by 


laeiccalivace 





DAVIS’ & GECK ING], c= 7) iy fag) 08) 29 5) ON Be a 8 8 8 > BROOKLYN, NvY. 











The American Journal of Nursing 


“We can’t keep a copy of the 
Journal in sight because the doctors 
carry it off.” 

This being so, would you like to 
have a copy of your own? 


The American Journal of Nursing 
450 Seventh Avenue New York City 


$3.00 a year 
$3.50 Foreign and Canadian 
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OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Bertha McElderry, Talladega. 
American Association of Hospital Social Workers 
President—-Elizabeth Wisner, Tulane University, New Orleans. 
Secretary—Ruth E. Lewis, Washington Univ. Hospitals, St. Louis. 
American Protestant Hospital Association 
President—Dr. A. O. Fonkalsrud, Mansfield General Hospital, Mans- 
field, Ohio. 
Secretary—Dr. Frank C. English, 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 
President—Mr. Lee C. Gammill, Baptist State Hospital, Little Rock. 
Secretary—Caroline Snyder, Trinity Hospital, Little Rock. 
Children’s Hospital Association 
President—Dr. Joseph A. Brenneman, Children’s Mem. Hosp., Chicago. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
President—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Secretary—Mr. Wm. S. McNary, University of Colorado, Denver. 
Connecticut Hospital Association 
President—Mr. Oliver H. Bartine, Bridgeport Hospital, Bridgeport. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Florida Hospital Association 
President—Mr. J. H. Holcombe, St. Luke’s Hospital, Jacksonville. 
Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 
Geergia Hospital Association 
President—Annie Bess Feebeck, Grady Hospital, Atlanta. 
Secretary—George R. Burt, Piedmont Hospital, Atlanta. 
Hospital Association of the State of Illinois 
President—Mr. J. Dewey Lutes, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 
Indiana Hospital Association 


President—Dr. Edward T. Thompson, University Hospital, Indianapolis. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 
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Thank you 
for a wonderful year 


It’s good to have a note of cheer in times 
like these. Certainly ours is a happy story 
—and you helped us earn it. 

Our 1931 was 33% ahead of 1930 in 
actual unit sales and the SPRING-AIR 
Mattress has climbed to a position of 
leadership in the institutional field. 

There’s a very human story back of this 
news. And it concerns you who direct and 
manage the Nation’s hospitals. You’ve 
been wonderful to us. You have been so 
willing to investigate the facts. You have 
tested in actual service and on the record 
of those tests you have ordered again and 
again. More than that you have gone out 
of your way to tell others in and out of 
your field about your experience with our 
SPRING-AIR Mattress. And that’s 
priceless help! We want you to know how 
sincerely grateful we are to you all. 

One thought for 1932. Make increas- 
ing use of our Secretary. He is prepared 
to serve you as headquarters tor helpful 
information on the care, upkeep, testing 
and purchasing of Hospital Bedding. Let 
us help you all we can. 


Master Bedding Makers 
of America 


Factories in forty principal cities 


Address the Secretary at Holland, Michigan for all information 
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Iowa Hospital Association 

President—Mr. Robert E. Neff, University Hospital, Iowa City. 

Secretary—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Kansas Hospital Assoctation 

President—Rev. W. B. Stevens, Dodge City. 

Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 
Kentucky Hospital Association, 

President 





Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 
Mrs. Madge Hamnette, Children’s Free Hospital, Louisville. 








Secretary 
Louisiana Hospital Association 

President—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 

Secretary—Harriet L. Mather, Southern Baptist Hospital, New Orleans. 
Maine Hospital Association 

President—Dr. T. A. Devan, Eastern Maine Gen. Hospital, Bangor. 

Secretary—Miss Margaret Hebut, Gardiner Hospital, Gardiner. 
Michigan Hospital Association 

President—Mr. L. J. McKenney, Highland Park Hospital, Highland 

Park. 

Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Midwest Hospital Association 

President—Miss Muriel Anscombe, Jewish Hospital, St. Louis. 

Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 

President—Dr. Frank’ G. Carter, Ancker Hospital, St. Paul. 

Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 
M ississippt Hospital Association 

President—Dr: Leon S. Lippincott, Vicksburg. 

Secretary—Dr. C. M. Speck, New Albany. 








Missouri Hospital Association 
President—Mr. J. F. King, Freeman Hospital, Joplin. 
Secretary—Gertrude E. Copeland, Independence Sanitarium, In- 
dependence. 
Nebraska Hospital Association 
President—Mr. F. J. Bean, University Hospital, Omaha. 
Miss J. L. MacDonald, Clarkson Hospital, Omaha. 
New England Hospital Association 
President—Mr. James A. Hamilton, Mary Hitchcock Memorial Hos- 
pital, Hanover, N. H. 
Secretary—Dr. Morgan J. Rhees, Massachusetts General Hospital, 
Boston. 





Secretary 
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Are You 
Drifting With 
Depression? 











M. BURNEICE LARSON 
Director 


The MEDICAL BUREAU 


She didn’t even give a serious thought to making a 
change now, when everyone was saying—‘‘Hang on 
to your position; there are no vacancies; salaries are 
being slashed.” 


True enough and good advice, perhaps, for the 
mediocre. but here was an executive of merit. 


Graduate of an outstanding training school, with 
years of valuable experience as superintendent of 
nurses, she was due for bigger things. 


In normal times, her chance would probably have 
come to her automatically, but as it was—she was 
drifting in the current depression—allowing idle 
comment to cheat her out of her well-earned ad- 
vancement. 


Fortunately, through the aid of The Medical 
Bureau, she’s now happily settled as superintendent 
of nurses at a much larger hospital—with an increase 
in salary. 


Are you, too, drifting with the depression? Won’t 
you let us put you in touch with some of the openings 
which are now available for outstanding superin- 
tendents of nurses? 


The MEDICAL BUREAU 


1541 Pittsfield Bldg. 55 E. Washington St. 
CHICAGO 
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New Jersey Hospital Association 
President—Dr. Geo. O’Hanlon, Medical Center, Jersey City. 
Secretary—Miss Marie Louis, Muhlenberg Hospital, Plainfield. 
Hospital Association of the State of New York 
President—Mr. Carl P. Wright, Syracuse General Hospital, Syracuse. 
Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 
President—Dr. Harold Glascock, Mary Elizabeth Hosp., Raleigh. 
Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
Northwest Hospital Association 
President—Miss Carolyn E. Davis, Good Samaritan Hosp., Portland. . 
Secretary—Mrs. Cecile Tracy Spry, Everett Gen. Hosp., Everett, Wash. 
Ohio Hospital Association 
President—Dr. C. S. Woods, St. Luke’s Hospital, Cleveland. 
Secretary—Mr. J. R. Mannix, Lakeside Hospital, Cleveland. 
Oklahoma Hospital Association 
President-—Dr. T. M. Aderhold, El] Reno Sanitarium, El Reno. 
Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 
President—Mr. F. D. Reville, Brantford. 
Secretary—Dr. F. W. Routley, 314 Medical Arts Bldg., Toronto. 
Hospital Association of Pennsylvania 
President—Mr. M. H. Eichenlaub, Western Pennsylvania Hospital, 
Pittsburgh. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. J. S. Harkness, Methodist State Hospital, Mitchell. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 
President—Miss Lake Johnson, Good Samaritan Hosp., Lexington, Ky. 
Secretary—Mr. Fred Barnett, Atlanta, Ga. 
Tennessee Hospital Association 
President—Dr. Eugene B. Elder, Knoxville General Hosp., Knoxville. 
Secretary—Mr. C. P. Connell, Vanderbilt Hospital, Nashville. 


Texas Hospital Association 
President—Mr. Robert Jolly, Baptist Hospital, Houston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 


patients. 


Circular will be sent upon request 


FRANK A. Hai & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Virginia Hospital Association 
President—Dr. Knowlton Redfield, Jefferson Hospital, Roanoke. 
Secretary—Mr. H. H. Coleman, Jr., Johnson Willis Hospital, Richmond. 





Western Hospital Association 
President—Dr. B. W. Black, Alameda County Hospital, Oakland. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 


West Virgima Hospital Association 
President—Dr. Walter E. Vest, Chesapeake & Ohio Ry. Hospital, 
Huntington. 
Secretary—Mr. Joe W. Savage, Charleston. 


Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. J. G. Crownhart, State Medical Society cf Wisconsin, 
Madison. 
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R E P O R T S Semanowe {| 
PRINTED Annual 
Report presenting to 

the public a brief, interesting 
statement of what the hospi- 
tal has accomplished during 
the year is not only desirable 
but essential. 

@ Such a report has great pub- aanitese 
licity value if properly written a 
and produced. It should be the 
medium through which members 


of the community may be inter- 
ested in the work of the hospital. 


@ A plan of standardization in 
the matter of size of book, paper 
stock for inside and cover, typo- 
graphy and other details enables 
us to offer you a service in this 
matter heretofore not obtainable. 























eno Gia 


Now is the time to SPRINGFIELD 
prepare the copy. 
Write for details of our 
Standardized Service. 


Physicians’ Record Co. 


a The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St. Chicago, Ill. 
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GENERAL OFFICERS, AMERICAN HOSPITAL 
ASSOCIATION—1932 


PRESIDENT 


Paul H. Fesler, superintendent, University of Minnesota Hospitals, Minneapolis, 
Minnesota. 


PRESIDENT-ELEcT 
George F. Stephens, M.D., general superintendent, Winnipeg General Hospital, Win- 
nipeg, Manitoba. 
First VickE-PRESIDENT 


Willis G. Nealley, M.D., director, Brooklyn Hospital, Brooklyn, N. Y. 


SECOND VICE-PRESIDENT 
Robert E. Neff, administrator, University Hospital, University of Iowa, Iowa City, 
Iowa. 
THIRD VICE-PRESIDENT 


Charlotte Pfeiffer, R.N., superintendent, Stuart Circle Hospital, Richmond, Va. 


TREASURER 


Asa S. Bacon, superintendent, Presbyterian Hospital, Chicago, III. 


Boarp OF TRUSTEES 
Paul H. Fesler, ex-officio, superintendent, University of Minnesota Hospitals, Min- 
neapolis, Minn. 


George F. Stephens, M.D., ex-officio, superintendent, Winnipeg General Hospital, 
Winnipeg, Manitoba. 


Asa S. Bacon, ex-officio, superintendent, Presbyterian Hospital, Chicago, III. 
F. O. Bates, superintendent, Roper Hospital, Charleston, S. C. Term expires 1934. 


Nathaniel W. Faxon, M.D., director, Strong Memorial Hospital, Rochester, N. Y. 
Term expires 1933. 


E. T. Olsen, M.D., superintendent, Receiving Hospital, Detroit, Mich. Term ex- 
pires 1934. 


Rev. Maurice F. Griffin, St. Philomena’s Church, Cleveland, Ohio. Term expires 1933. 


Winford H. Smith, M.D., director, Johns Hopkins Hospital, Baltimore, Md. Term 
expires 1932. 


Carolyn E. Davis, superintendent, Good Samaritan Hospital, Portland, Ore. Term 
expires 1932. 


EXECUTIVE SECRETARY 


Bert W. Caldwell, M.D., office of Association, 18 East Division Street, Chicago, III. 
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“BROWNE WINDOWS. 


DEMONSTRATE SUPERIOR QUALITIES 


Perfect Ventilation; Maximum Light and Vision; Ab- 
solute Weather Protection; Noiseproof when closed; 
Safety and Economy in Cleaning exterior of glass from 
the inside; Simple, Easy Operation; Continuous and 
Lasting Service; No Depreciation; Fuel Saving and 
Minimum Maintenance Costs. 


SPECIAL TYPE ELIMINATES WINDOW GUARDS 


Listed in Modern Hospital Year Book, and illustrated 
in Sweet’s Architectural Catalogue. Samples displayed 
with Architects’ Samples Corp., New York; Archi- 
tects’ Samples Corp., Boston; Architects’ Exhibit, 
Inc., and Building Arts Exhibit, Cleveland; Archi- 
tects’ & Builders’ Exhibits, Inc., Buffalo; Metropolitan 
Builders’ Exhibit, Seattle; Architects’ Exhibit, Inc., 
Detroit; Architects Building Material Exhibit, Los 
Angeles; and Building Material Exhibit, San Fran- 


cisco. a Pe Sil SE | 


BROWNE WINDOWS 


RICHEY, BROWNE & DONALD, Inc. | 
52-15 FLUSHING AVE., MASPETH, NEW YORK CITY 

















Thirty-Fourth | 
Annual Convention | 


Detroit, Michigan 


September, 12-16, 1932 | 
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The Simplification and Standardization Committee 
SURGICAL DRESSINGS 


The developing of a set of surgical and obstetrical dressings, which. can be used 
in nearly all hospitals, gives nearly everyone the opportunity to decide whether dress- 
ings shall be made by hospital personnel or purchased ready-made. The question be- 
comes largely a matter of economics because the dressings have been developed as the 
result of a nation wide survey managed personally by Dr. Malcolm T. MacEachern, 
former President of the American Hospital Association, and director of hospital 
activities of the American Coilege of Surgeons. 

In order to secure the publication by the United States Bureau of Standards of a 
booklet describing these dressings, sc that uniform information will be available to all 
users as well as manufacturers, it is necessary that 65% of the hospitals of the 
country sign the acceptance of the standards. This signing does not commit any hos- 
pital or its superintendent to the use of standardized dressings. Even though you do 
not have in mind using ready-made dressings, the publication cf the specifications will 
undoubtedly give the movement a great impetus and in that way it will be of assistance 
to hospitals generally. 

Please let us urge you to sign and mail the following form. 


Simplification and Standardization Committee 


May A. MippLeton A. K. Haywoop, M.D. 
SISTER MARY VERONICA Roy WATSON 
Guy J. CLark Joun M. Situ, Chairman 


TEAR THIS OUT, SIGN, AND MAIL 


The Secretary of Commerce 1D CR fa ese ae nea ae 
Washington, D. C. 
Se 


We, the undersigned, do hereby accept the criginal draft of Simplified Practice 
{ production* | 
Recommendation as standard of practice in { distribution* } of surgical dressings and 
| consumption* } 
will use our best effort in securing its general adoption. 

To permit intelligent review of the effectiveness of the recommendation every year, 
by an accredited committee of all interests working in codperation with the Depart- 
ment of Commerce, we will supply all data, upon request, which may be necessary for 
the development of constructive revision. It is understood that any suggested modifica- 
tions will be submitted as soon as formulated and shall not be binding until accepted 
in form similar to this recommendation. 


SOE LURSRI ne eae ot ai ep ah aN er Rae re! a Title 


Company** ... 


Street Address** 


SORRY AOI BAGS ole esac a errawwtedore nisin utenti eee We Reh in ene Se lee Las 


We are members of the following associations or other organizations interested in 
the production, sale, or use of surgical dressings : 


*Please designate which group you represent by drawing lines through the other two. 
**Kindly print or typewrite. 
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This advertisement is one of a series addressed to Hotel and Institutional Executives. 
ESTION: 
e 


Can one expect worthwhile savings in the 


storage of hospital laundry supplies ? 
ANSWER: oe oe oe et ttt 


Decidedly so. Where facilities for stor- 
ing supplies are poorly planned and 
distribution uncontrolled —there is 
serious waste. Proper storing prevents 
deterioration. It makes for orderliness. 
It saves time. Organized distribution 
checks extravagance. 


Of the three major classifications of 
laundry supplies (washing materials, 
such as soaps and starch; miscellane- 
ous plant, such as nets, paper, pad- 
ding,and office,such as stationery and 
laundry lists) washing materials bulk 
largest, therefore, suggesting that the 
storage room be placed close to the 
washroom to eliminate handling. It 
is recommended that access to the 
storeroom be controlled, 
involving a system of re- 
sponsibility and records 
to insure using the cor- 





ia 


rect amount of supplies and to stop 
waste. 


In many instances supplies cannot be 
obtained locally on short notice. Again, 
large quantities are often purchased 
to secure a price advantage. Thusade- 
quate storage space should be pro- 
vided—having good ventilation and 
dry flooring. If the three classifications 
are maintained in the same store- 
room, each should be separated by 
Partitions. 


Troy Advisory Service with its staff 
of experienced laundry engineers has 
a wealth of information on this and 
other laundry problems. Make use of 

; - it, it is yours for the ask- 
ing. A card to any of the 
offices below will bring 
you this data at once. 








TROY LAUNDRY MACHINERY CO., INC. 
Chicago New York~San Francisco Seattle Boston*Los Angeles. Factories: East Moline, Ii' 
JAMES ARMSTRONG & CO., Ltd., European Agents: London ~ Berlin Zurich 


TROY 


LAUNDRY MACHINERY 
: on “e = i t Troy EquippedLaundry 


SINCE 1879 . .. THE : 
in the Cedar of Lebanon 


WORLD’S PIONEER 





MANUFACTURER Hospital, Los Angeles, 
OF LAUNDRY California 
MACHINERY 
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American Hospital Association 
Publications 


HE following special bulletins are in stock at headquarters and 
may be obtained for the nominal price indicated. Those bulletins 
marked n/c will be sent free to hospitals upon request. 


BULLETIN 


NUMBER 


ay 
47 
48 A 


49 
49A 
50 


50A 


51A 
52 


61 


62 


69 
73 
76 


77 
78 
79 
80 


CoNTENTS PRICE 
Disintection: attr” ContmeiOit nc in s0s soe cs ci ce aa gh csbeeaeess n/c 
Report or Gombaitier Ober OOS. x cckecciceis Senecio eedeeeseseeas 50 
Report of Committee on Buildings: Construction, Equipment, 
atl Math ANCE TRRIEG) ois 6b oh aia les tase ws 0% sogieee aan eos 35c 
Report of Committee on Laundry Equipment and Supplies 
MOONY rca co areca thi AT © cele IO SOCASTW Eolnoreve iw binvawistets Nes 25c 
Report of Committee on Laundry Equipment and Supplies 
RO ees crc cctiotaies MG ro WES eoie ee Seo eee ne wee bares SAS 25c 
Report of Committee on Hospital Forms Pertaining to Annual 
PROP ES NI Maen Caste v eiacesenctoseie. cieveierg pisia Ate tow Hl SSA Slosete lew. z 25c 
Report of Committee on Hospital Forms (1923).............. 15c 
Report of Special Committee on Gauze Renovation (1922)..... 25c 
Report of Committee on Gauze Renovation (1923)............ 25c 
Handling of Narcotics in Hospitals not Maintaining Licensed 
oh RES ESTES 2 Behe es Oe Sie ee aay at ney rer ane errr n/c 
Report of Committee on Training for Hospital Social Work... 50c 


Report of Committee on Foods and Equipment for Food Service 


IES)" eck came ames eM R aoe ohne toe ab Vem iilns oes cuss 25c 
Special Report of Sub-committee on X-ray Departments and 
DN scars hosts pete oils Suet cic/ cates VEU EVO OER ees 25c 
rOstital (iper atin Ig UtOs 5 coo 55 cake cca w oars aera ad seceueee n/c 
Report of Special Committee on Cleaning.................000- 50c 
Report of Committee on Buildings: Construction, Equipment, and 
INPRASIETIANICE SLSR) oO ace oc orre oe 2 ee We Rise eH omawe ohGF oes 35c 
Report of Committee on Foods and Equipment for Food Service 
oc) Mpa aa ae chee) tc aie or 25c 
Report of Committee on Accounting and Records.............. 50c 
Report of Committee on Buildings: Construction, Equipment, 
Bud “MaRitenamce leo): ipa ce sk ok tn pe hee bi edeca vee calviese 50c 
Report of Committee on County Hospitals..................05 50c 
Report of Committee on Out-Patient Work (1928)............. 50 
Report of Committee on Hospital Organization and Management 
REP). Abs fo scene ois, Siem Re OER cot pads bere aloh ek Sak eles 50c 
Report of Committee on Postmortem Examinations (1930)..... 50c 
Report of Library Committee (1930) 5.2... cece ccc ccc ccc eee n/c 
Report of Out-Patient Committee (1930).................0000. 50c 
Report: of Committee on Hospital Planning and Equipment 
RIO). sis erate ieee eels oe NS eRe oe Oe here MOT Ns 50c 

















Rules of Eligibility 


for Membership 


in the 


American Hospital 
Association 


oo00000 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Institutional Membership. 


Oo00000 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership. 


oOooo000 


MEMBERSHIP FEES 


Institutional 
Active— Initiation Fee. Annual Dues 
for hospitals under 100 beds........ $10.00 $10.00 
for hospitals of 100 to 250 beds...... 20.00 25.00 
for hospitals of 250 beds and over... 30.00 50.00 
Associate— 


$10.00 annual dues for all organizations admitted. 


Subscribing— 
$10.00 annual dues for all organizations not on this continent. 


Personal 
Active—Membership Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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Reeent trends in OXYGEN THEeRAPy 


ECENT developments in oxygen therapy, 
both in hospitals and in private practice, e 

have been so rapid that only the newest in- 

Linde Oxygen U.S.P. is of 

guaranteed purity in excess 

of 99.5 per cent., far exceed- 

ing the requirements of the 


formation on this subject can be regarded as 
authoritative. 

To supply physicians interested in the prac- United States Pharmaco- 

: ss Ms poeia. It is available in 220 

tical aspects of oxygen therapy with the latest cu. ft. and 110 cu. ft. evlin- 

se s ders at any of the 65 Linde 

data on procedure and equipment, we have pre- producing plants and 174 

e 7 ee warehouses, conveniently lo- 

pared a brief but accurate 36-page book, “Re- Sank te soy petal Oe 

a - vas . P P ary. 
cent Trends in Oxygen Therapy,” which will be abi 





sent to any physician without cost or obligation. 


The Linde Air Products Co., 205 East 42nd Street, N.Y. 


THE LINDE AIR PRODUCTS CO. Withou obligation, please mail a copy of “Recent 


The World's Largest Producer of Oxygen Trends in Oxygen Therapy” to: 


Unit of Union Carbide and Carbon Corporation 
New York 
UCC] Address— 


IN CANADA, DOMINION OXYGEN COMPANY, LTD., TORONTO City and State. 


Name. 




















- Faichney’s T l 
aichney’s [empgelass | 

(The Tempered Glass Thermometer) 
| NOW SUPPLIED IN THREE STYLES AT ONE PRICE | 
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A process developed in the Faichney plant after years of research and 
experimentation, hardens the glass and makes it so tough and strong 
that breakage is reduced to a point of real economy by fewer replace- 
ments. Actual tests prove that 6 dozen will outlast about 12 dozen of 
the ordinary thermometers in hospital use. 

ANY OF THE STYLES COST THE HOSPITAL THE SAME 
PRICE PER DOZEN. AT THIS PRICE THIS TOUGHER 
CLINICAL GLASS SAVES MONEY THROUGH DURA- 
BILITY. 

ACCURATE :—Guaranteed to pass U. $8. GOVT. TESTS and 
supplied with STATE SEALS in Mass., Conn. and Mich. 


Gentlemen: 
Please send 


bin teh ae’ Dozen TEMPGLASS No.1 @ - - $6.00 per doz. 
ids ES Dozen TEMPGLASS No.2 @ - - $6.00 per doz. 
itaeeeees Dozen TEMPGLASS No. 3 @ - - $6.00 per doz. 
A ae re re re ey ree 
Ne av eee ee Ko ERS Ries we RN yd een eo eae BUG cc cceacvane 
eee ee en ere ee ee er re 


FAICHNEY INSTRUMENT CORPORATION 


WATERTOWN, N. Y. 
































